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Powerful 
MUSCULAR RHEUMATISM 


Telephone: Horsham 1234 





JRIL CREAM 
Non-irritant Rubefacient 


* FIBROSITIS - CHILBLAINS 


‘Trafuril’ is a registered trade mark denoting tetrahydrofurfuryl nicotinic acid ester. Reg. user, 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 


Telegrams: Cibalabs, Horsham 











OXFORD MEDICAL PUBLICATIONS 


SEE PaGE 2 


Ready immediately 

i HE CEREBROSPINAL FLUID 
By Dr. 8S. LUPS, Rotterdam, and Dr. A. M. F. HAAN 

Comprehensively studies the nature, pathology and investigation 

of the fluid, and the methods of using it in diagnosis ; with 

bibliography. 


6 x 9. 350 Pp. 52s. 6d. 


TROPICAL DERMATOLOGY 
Edited by Dr. R. D. G. SIMONS, Amsterdam 


A finely illustrated manual by 80 authorities from 20 countries. 

“It can be said straight away that they have succeeded. The 

work is up to date, authoritative, and well documented.” 
—The Lancet. 


2 vols. 6 x 9. 1700 Pp. 1000 illustrations. £5 each. 
Of your medical bookseller. Synopses from : 
Cleaver-Hume Press Ltd., 31, Wright’s Lane, London, W.8 


93 illustrations. 








New Rerised Edition 


JeNDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By H. 8. LE MARQUAND, M.D., F.R.C.P., F.H.W. 
TOZER, M.D., M.R.C.P., and W. J. TINDALL, M.D. 
Completely rewritten to conform with current trends in 
Endocrinology and based on the personal observation and 
treatment of patients during the last twenty years. 
367 pages 90 photographic plates 32s. 6d. net 


English Universities Press Ltd., Warwick-square, E.C.4 





Second Edition 
BDOMINAL OPERATIONS 


By RODNEY MAINGOT, F.R.C.S. 
* Surgeon, Royal Free Hospital 


2nd Edition in one volume Pp. 1274 1051 Illustrations 
including 16 Colour Plates £6 6s. net 
H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 


At ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION OF PLASTIC SURGEONS 
Reprinted from THE LANCET with an appendix 
These articles record the practice of surgeons who are treating 
burns every day and who see the good results of treatment 
that is carefully planned from the start. Here is their plan. 
fully but briefly set out. 
48 pages Price 2s. 6d. (postage 4d.) 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


Second Edition 
4 Non CARE OF TUBERCULOSIS IN THE 


HOME 





By JAMES MAXWELL, M.D., F.R.C.P. 
Physician, Royal Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth; late 

Physician, St. Bartholomew’s Hospital 
Demy 8vo 114 + xii Illustrations 7s. 6d. net, plus 4d. postage 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


ISABILITIES 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 6d. postage 
“ This is a new sort of textbook ; unlike most other textbooks 
it is subjective, warm and human.’’—Review in Nursing Times. 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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LEG ULCERS 
Their Causes and Treatment 
By S. T. ANNING, T.D., M.A., 


M.D., M.R.C.P., Assistant Physi- 
cian, Dermatological Department, 





HAMATOLOGICAL TECHNIQUE THE 
for Medical Laboratory Techni- 
cians and Medical Students 


By E. M. DARMADY, M.A., M.D., 
F.R.C.P., Senior Pathologist, and 
Ss. G. T. DAVENPORT, F.1.M.L.T., 
Chief Technician, Portsmouth and 
Isle of Wight Pathological Service. 


HAMOLYTIC ANAMIAS 
Congenital and Acquired 
By J. V. DACIE, M.D., M.R.C.P.. 


Reader in Hematology, University 
of London (Postgraduate Medical 








General Infirmary, Leeds. School). 
4 Coloured Plates and 23 Text- 
42 Illustrations. 18s. figures. 18s. 98 Illustrations. 50s. 
Jj. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, W.! 
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Tablets containing Phenobarbitone (16 mg.) gr. t Ascorbic acid 100 mg. 


Phenobarbitone therapy without 
6 ? 66 rbic acid, mg. a 
hangover’ €ffects — sAscric sid, 200mg. a 
valuable in combating the hang- 
over effect of barbiturates.” 


(PROC. ROY. SOC. MED., 1964 (MAR.), 47, 315). 


Scorbital is particularly useful 
for patients who need to take 


phenobarbitone at night, espec- 
ially if for a prolonged period. 
The risk of an accumulation of 


hangover effects-is minimised if 
Scorbital is prescribed instead 
of phenobarbitone. 


BASIC N.H.S. PRICES: 
Bottle of 50- 3/6 
os. vp 2a = LB}- 
Literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.! 
sat/B/ 541 
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THE PROBLEM OF ASTHMA 


F, LAAN 
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A search for the causative origin of asthma can indeed be a tedious one, but 
always the underlying factor—BRONCHOSPASM—can be treated immediately 
with FELSOL. Physicians in all parts of the world to which it has been 
introduced, have for years relied implicitly on FELSOL for the instant relief 

if it gives in an attack of asthma, no matter what the basic cause. 


FELSOL acts directly on the bronchial musculature and indirectly 
through the vagus and sympathetic. 


Rapid in action — Prolonged in effect 
Full relief in perfect safety 








Clinical sample and literature on request 


BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.C.1 























ov. 20, 1954 





PaGEs 1029 To 1084 


THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 
PHYSIOLOGY, PATHOLOGY, PHARMACOLOGY, PUBLIC HEALTH, AND NEWS 





No. 6847 


LONDON : SATURDAY, 


NOVEMBER 20, 1954 


CCLXVII 





THE 


ORIGINAL ARTICLES 
Chemical, Biological, and 
Physiological Background of 
the New Insulin-zinc Sus- 
pensions 
K. Hatias-MOLLER, PH.D.. 
ae ar Facial Pain 
. M. G, CAMPBELL, F.R.C.P. 
oa NE LLOYD, M.R.C.P. 
Peptic Ulceration in Southern 
Nigeria 
P. G, Konstam, F.R.C.S.E... 
Treatment of Tetanus 
Prof. H. C. A. Lassen, M.D. 
MoceEns BJORNEBOE, M.D. 
Bsorn IsseEn, M.D. 
Frits NEUKIRCH, M.D..... 
Encephalomyelitis Associated 
with Poliomyelitis Virus 
E. D. ACHESON, M.R.C.P.... 
Snuffles in the Newborn 
JOHN APLEY, M.R.C.P. 
B. LAURANCE, M.R.C.P. 
I. F. MacMatTn, M.B....... 
The Mechanism of the Goitro- 
genic Action of p-Amino- 
salicylic Acid 
D. A. W. EpwArps, M.D. 
E. N. Row Lanpbs, M.R.C.P. 
W. R. TROTTER, M.R.C.P.. . 
Cortisone Treatment of Bell’s 
Palsy 
DeEryYcK TAVERNER, M.R.C.P. 
Infectious Mononucleosis 
Ae THOT SEE M.D... cee ess 
The Diagnosis of Toxoplasmosis 
F.. 2. Away MEP... cess 


MEDICAL SOCIETIES 
Royal Society of .Medicine: 
North American Psychiatry. . 


SPECIAL ARTICLES 


The Chemotherapy of ee 
Joun LowE, F.R.C.P. 

Supervoltage Radiotherapy. . 

Bipenst-feeding. 2.2.05... 2052- 


REVIEWS 
Notices of Books............. 


1029 


1034 


1039 


1040 


1044 


1048 


1052 


CONTENTS 





LEADING ARTICLES 
APICAL LOCALISATION OF 
PULMONARY TUBERCULOSIS. ° 
Nor POLIOMYELITIS.......... 
POSTMATURITY . 26 ose vcicsee 


ANNOTATIONS 


Nutrition After Massive Intes- 

tinal Resection............. 
The Young Disabled.......... 
““ Abdominal Migraine ”’....... 
Sterility in Eyedrops.......... 
Chromatography 
Local Malignancy in Prostatic 

Cancer 


THE WIDER WORLD 
A Health Centre within the 


Arctic Circle 


LETTERS TO THE EDITOR 


Treatment of Poliomyelitis (Dr. 
W. Ritchie Russell)......... 


Endomyocardial Fibrosis (Dr. 
, eR Af ee 
Reviewers. and Critics (Dr. 
Douglas Hubble; Mr. N. A. 


Punt, F.R.C.S.E.).. 

Forceps Delivery of ‘the "After- 
coming Head (Mr. J. P. 
O’Dwyer, M.R.C.0.G.).. 

Deterioration of Adrenaline 
Solutions (Mr. G. F. Somers, 
6D Bey Sieg tere. ar ae oe 


Thyroid for Lactation (Dr. 
Charlotte Naish)...........+ 
Abnormel Glucose-tolerance 
Tests After Sedation (Mr. 
Henry Tod, PH.D.)........-- 
Tleostomy for Congenital 
Obstruction of the Small 
Intestine (Mr. H. H. Nixon, 
PBOBD 2 20 cgede damaes ede 


Hemolytic Transfusion 
Reactions (Dr. J. F. Heggie ; 
pO ee Peo ees eee 

Unrestricted Sale of Sedatives 
{Sir Geoffrey Nightingale, 
“Ak » Eee eee ee 

Child Welfare: Physical and 
Mental (Dr. David Morris)... . 


1059 
1060 
1061 


1070 


‘1075 


1075 


1076 


1076 


1077 
1077 


1078 


WHOLE OF THE LITERARY MATTER IN THE LANCET IS COPYRIGHT 


A Blood-transfusion Pump oe. 
A. R. Jordan, F.R.c.s.). . 
Cross-matching of Blood in 
Presence of Dextran (Dr. C. C. 
Bowley, Mr. I. Dunsford).... 
Adoption of Children. ......... 
PARLIAMENT 
Treatment of Diseases by Post. . 
Clean Food Bill.............. 


PRRMINRNG THES. seve bb ness os 
New Polic y on Myxomatosis.... 


PUBLIC HEALTH 


Mortality in 1953.........+++- 
Seeond Quarter in Eire........ 


IN ENGLAND NOW 


A Running Commentary by 
Peripatetic Correspondents. . 


MEDICINE AND THE LAW 
Criticism of New Transfusion 


Doctor's Name Removed from 
mb err eee er 


OBITUARY 
Charles George Lewis Wolf..... 
William James Burns.......... 
NOTES AND NEWS 

Work for the Elderly at Finsbury 
Hyperglycrmia, Acidosis, and 
- Ketosis in Anesthetised 

bn FO ELE SERS POOCeE 
Teachers for the Handicapped. . 
Cards in Good Causes.........- 
The Frisian Conjoined Twins. . . 


University of Birmingham..... 
University of Edinburgh. ...... 
Royal College “of Physicians of 

London 
Royal College of Surgeons of 

England......ceeseeeseeees 
Diary of the Wake soi. dss... <: 


Appointments 
Births, Marriages, and Deaths. . 


1080 


1080 
1080 


1071 
1072 
1072 
1072 
1072 


1073 
1073 


1074 


1080 
1080 


1081 


1081 
1081 


1082 


1082 
1082 
1082 
1083 


1083 
1083 
1083 


1083 


1084 
1084 
1084 














(MARTINDALE) 


Volume I, 23rd edition 


This new edition provides up-to-date information on the thousand and one drugs used in medical practice. 
It supplies the most complete guide available to “ ethical” 
sera and vaccines, blood transfusion, with a comprehensive therapeutt ic and pharmacological index. 

For the first time it incorporates “ Squire’s Companion.” 
page size and more pages than in the past, but retains the handy format introduced seventy years ago. 


Pp. xxii + 1352 


Price 55s. 


Remittance with order is requested 


THE EXTRA PHARMACOPGIA 


proprietaries and has special sections on antibiotics, 


The book has been entirely reset with a larger 


(Postage 1s.) 


THE PHARMACEUTICAL PRESS, 17, Bloomsbury Square, London, W.C.1 


(Publishers of the British Pharmaceutica) Codex) 
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PUBLISHING NEXT WEEK 





A NEW (SIXTH) EDITION OF 


A TEXTBOOK OF MEDICINE 
FOR NURSES 


by E. NOBLE CHAMBERLAIN, 4.D., M.Sc., F.R.C.P. 


Senior Lecturer in Medicine in the University of Liverpool 

Senior Physician to the Royal Southern Hospital and 

Physician in Charge of the Medical Unit, Sefton 
General Hospital, Liverpool. 


504 pages 86 illustrations (including 8 in colour) 30s. net 





THE ANATOMY OF THE BRONCHIAL TREE 
by Sir RUSSELL BROCK, M.S., F.R.C.S., F.A.C.S. 

‘To the thoracic surgeon this volume is indispensable ; it should moreover find a prominent place in the 

library of every physician who professes a special knowledge of chest disease.” 


—PROCEEDINGS OF THE ROYAL SOCIETY OF MEDICINE. 


SECOND EDITION 250 pages 286 illustrations (19 in colour) 45s. net 


Selected illustrations suitable for use as a wall chart are available, 
price 5s. net per packet of 9 plates. 


A PRACTICAL MANUAL OF DISEASES OF 
THE CHEST 
by MAURICE DAVIDSON, DM, F.RCP. 


‘It is not without reason that it is described as the most complete survey of the clinical and pathological 
aspects of chest diseases in the language. —THE MEDICAL OFFICER. 


FOURTH EDITION 658 pages 261 illustrations 84s. net 


PHARMACOLOGY 
by J. H. GADDUM, Sc.D., F.R.S., M.R.C.S., L.R.C.P. 


* The more contemplative student will delight in the book’s wide horizons, its incursions into medical history 
and etymology, its well-selected references to original pharmacological literature..—THe LANCET. 


FOURTH EDITION 580 pages 89 illustrations 35s. net 


OXFORD UNIVERSITY PRESS 
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Ready Shortly 
MODERN OCCUPATIONAL MEDICINE 
Be cap by A. J. FLEMING, M.Sc., M.D.; C. A. DYALONZO, M.D, F.A.C.P.; and J. A. ZAPP, Ph.D. 
x 93” * 4)4 Pages 44 Illustrations, | in Colour Cloth 


New Book 


Price 75s. net 


Ready Shortly 
BABCOCK’S PRINCIPLES AND PRACTICE OF SURGERY 
Edited by KARL C. JONAS, B.S., M.0., F.A.C.S. 


7". x 10" 1543 Pages 1006 Ilustrations and 10 Coloured Plates Cloth Price £6 15s. net 
New (3rd) Edition just Ready | New Book just Ready 
PRACTICE OF ALLERGY THE SURGERY OF PULMONARY 
By WARREN T. VAUGHAN, ™.D. TUBERCULOSIS 
THIRD EDITION REVISED BY J. HARVEY BLACK, M.D. By JAMES H. FORSEE, A.B., BS., M.D., FACS. 
2. a us: i 
7 x 10" 1164 Pages 335 Illustrations Cloth Price €7 (7s. 6d. net Cloth : ree eee eee tea -_ 
New (2nd) Edition Just Ready 


CANCER—DIAGNOSIS, TREATMENT AND PROGNOSIS 
By LAUREN V. ACKERMAN, M.D., and JUAN A. DEL REGATO, M.D. 
SECOND EDITION, REVISED AND ENLARGED : 


a. 30" 120) Pages 702 Illustrations and 5 Coloured Plates Cloth 


New (2nd) Edition 


Price £8 10s. net 


Just Read 

PHARMACOLOGY AND THERAPEUTICS : 
A Textbook for Students and Practitioners of Medicine 

By ARTHUR GROLLMAN, Ph.D., M.D., F.A.C.P. ; 

SECOND EDITION, REVISED AND ENLARGED 

6” » 94° 866 Pages 127 lliustrations Cloth 


25 Bloomsbury Way HENRY KIMPTON 


Medical Book Department of Hirschfeld Brothers Ltd. 


Price 75s. net 


London, W.G.1 











MEDICAL RESEARCH COUNCIL | 


(ntracranial Gliomata 


Some Clinical, Radiological and 
Therapeutic Aspects of 298 Cases 


by JoHN PENMAN and MARION SMITH 


VAGINAL TABLETS 














— 


The careful and detailed analysis of the different 
aspects of brain tumours here presented will make 
a useful addition to the knowledge of those 
engaged in this branch of medicine. 

Special Report Series No. 284 5s. (5s. 2d.) [$1.25] 


The Separation of Protein 
Fractions from Human 
Plasma with Ether 
by R. A. KEKWwICK and MARGARET E. MACKAY 


Procedures are described in this report for the 
preparation in pure form of these biologically 
important substances. 

Special Report Series No. 286 6s. (6s. 4d.) [$1.40] 


Prices in brackets include postage ; dollar prices are post free 
in the United States of America 


H. M. STATIONERY OFFICE 
P.O. Box No. 569, LONDON, S.E.1; EDINBURGH; 
eT red BIRMINGHAM: CARDIFF; BRISTOL: 
FAST; cr through any bookseller; and from BRITISH 
INFORMATION SERVICFS, 30. ROCKEFELLER 
PLAZA, NEW YORK, 20, U.S.A. 











Clinical trials have proved U-F-l, a non-toxic surgical 
prophylactic, to be of particular value in the treatment 
of ieucorrhoea, monilial vaginitis and associated conditions. 


U-F-l Vaginal Tablets 
contain 15-5 grs. (1 

of U-F:l Powder. frey 
disintegrate easily and 
being soluble tn vaginal 
secretions diffusion into 
the fornices readily occurs. Bottles of 20, 100 and 500 tablets. 


UF I 
ANTISEPTIC DUSTING POWDER 


Indications: Athlete’s Foot, Bed Sores, 
Nattle Rash, Chafing and Excessive 
Perspiration. 

An antiseptic powder which allays 
irritation particularly where sweating 
occurs on the flexor surfaces. 
Possesses powerful deodorant proper- 
ties and is valuable in the treatment of 
Athlete’s Foot and allied conditions. 








In sprinkler tins and 
hospital pack. 


SOUTHON LABORATORIES LTD., LONDON, S.W.I5 


Detailed literature on request. 
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TOLSERAM 


MEPHENESIN CARBAMATE 








The new SQUIBB product 
for the treatment of- | 
*MUSCLE SPASM (including fibrositis) 
*CERTAIN NEUROLOGICAL DISORDERS 


Literature gladly sent on request. 





SQUIBB : 


E. R. SQUIBB & SONS, 17-18 OLD BOND STREET, LONDON, W.|! Tel. HYDE PARK 1733 





ALBUCID SaNGTUt@IDE 


EYE DROPS EYE OINTMENT 


a PROPHYLACTIC 






30% 
THERAPEUTIC 








4 





33 
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interested in NUTRITIONAL INSURANCE.? 


From the earliest days of pregnancy .. . 
“Two Pregnavite Tablets, three times a day ’’. This is 
the soundest of all policies for ensuring the nutritional 


THE LANCET GENERAL ADVERTISER [Nov. 20, 1954 


well-being of both mother. and child— and a valuable 
| safeguard against such complications as toxaemia, 





The daily dose provides : 





| liq. vitamin A, conc., B.P. (40mg.) 2,000 i.u. | nicotinamide, B.P. -- 25mg 
lig. vitamin D, conc., B.P. (30mg.) 300 iu. | ferr. sulph. exsic., B.P. .. 204 mg. 
vitamin B,, B.P. .-. ie e 0.6mqg. | cale. phosph., B.P. -» £80 wg. 
vitamin C., BP. «. ee -” 20 mg. | cupr. sulph., B.P. not less than 

tocoph. acet., B.P.C. (vitamin E) 1 mg. | mang. sulph.., piel 40 p.p.m. 


hypochromic anaemia and dental caries. No need 
for the mother to be burdened with a bewildering 
selection of vitamin and mineral preparations when 


this single supplement meets all her principal needs. 


BASIC PRICE TO N.H.S:-— 1,000 TABLETS 32/9d. 





Write for further particulars and sample for clinical trial to 


VITAMINS LIMITED (Dept. B.113) + Upper Mall - London, W.6 














Double Swivel pelvic band with spherical bearing 
attachment to socket. The lea.her pelvic belt is 
fitted with the quick expanding buckle to permit 
expansion of the pelvic belt without unbuckling 
the strap. 














EXPERIENCE... 


the unseen component 


The unseen component is built into every limb 
manufactured by the HANGER Organisation at 
Roehampton. For over 40 years HANGER has 
been specialising in the production of Light Metal 
and Willow Legs, and by intensive research has 
effected improvements in design-without parallel in 
the history of prosthesis. The HANGER leg is 
approved by the Ministry of Health and by very 
many overseas Governments. Fully equipped and 
expertly staffed Fitting Rooms are established at 
every Ministry of Health Limb Fitting Centre in 
the United Kingdom. Literature and any special 
information required will be gladly sent on request. 


HANGER 


ARTIFICIAL LIMBS 





j. E. HANGER & CO. LTD 
ROEHAMPTON , LONDON, S.W.15 


5 
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soon they’ll drift into YOUR surgery 











Soon now, those inveterate victims of colds 
and chills will feel the grip of winter at 
their throats and chests and once again 
surgeries will fill to overflowing. But 
colds can be averted, minimised and 
thrown off rapidly. Started now, a course of 
Adexolin—vitamins A and D in high concentration 
—will prepare the body in good time to 
withstand the rigours of winter; not by providing f 
a short-term fillip, but by fortifying the body’s resistance 


to infection through the natural mechanisms. Adexolin is Capsules 
available in two forms: convenient capsules for children and (6,000 units vitamin be 
i iqui 1,000 units vitamin 
adults .. . and, for infants, a tasteless liquid that can be ’ 
25, 100 and 1,000 


mixed with bottle feeds or given direct to the tongue. 


Liquid 


| 4 (12,000 units vitamin A, 
4 2,000 units vitamin D per cc.) 
GLAX y} ad dj }-0z., 2-0z. and |6-oz. 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX BYRon 3434 








IMPROVED PRESENTATION 


OR IRON DEFICIENCY ANAEMIAS, ferrous sulphate is 
| _psoaeahs accepted as the most efficient compound 
for oral administration. The improved method of 
presentation in ‘Plastules’ ensures maximum absorption 
and utilisation. The tasteless, easy-to-swallow capsules 
rapidly disintegrate and the ferrous sulphate in a 
semi-solid condition is quickly absorbed, with avoidance 
of gastric irritation. The addition of Folic Acid 
Stimulates production of erythrocytes, and the dried 
yeast increases appetite and re-inforces the action of 
the iron. 

*Plastules’ are available in four varieties: Plain ; with 


Liver Extract ; with Folic Acid ; and with Hog Stomach. 


HARVEY ‘PLASTULES? 








15781657 apap 
This scientist and doctor of medicine rose to great HEMATINIC COMPOUND 
eminence and became Physician Extraordinary to 
James I. He is most famed, however, for his research [Beets) 
work on the blood and his discovery of its circulation. 


JOHN WYETH & BROTHER LTD - CLIFTON HOUSE - EUSTON ROAD - LONDON .- N.W.1 
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For the treatment of vaginal infections 
of fungal and trichomonal origin 


Mycil Pessaries nave, as a result of exten- 
sive laboratory and clinical investigation, 


irritation. 
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been reformulated to ensure improved 
liquefaction of the base and freedom from 


The base diffuses rapidly throughout the 
folds and crevices of the vagina and by 
reason of its osmotic properties it attracts 


trichomonads and immobilises them 
enabling the active constituents to exert 
their action. 

Mycil Pessaries contain hydroxydichloro- 
diphenyl methane (D.M.238) and chlor- 
phenesin — two highly effective non- 
mercurial fungicidal, anti-bacterial and 
trichomonicidal substances. 


‘HYGIL’ PESSARIES 


Basic N.H.S. price : Tubes of 12 pessaries 3/- 
Samples and descriptive literature will be sent on request 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I 











When diet is amportant. oe 


—the Energen Dietary Service 
can give immediate advice and 
help. Special diets for individual 
cases can be prepared or stan- 
dard diet cards for common ail- 
ments—replaceable as required 
—are available in an indexed 
filing box (as shown here). Per- 
sonal consultations can be ar- 
ranged with the Senior Dietitian, 
and a special 40-page book on 
specific dietary problems, “‘Diet 
and the General Practitioner,” 
will be sent on request. All these 
services are free of charge to 
practitioners throughout the 
United Kingdom. For further 
details, write or telephone the 
Secretary, 


ENERGEN DIETARY SERVICE 


25a BRYANSTON SQUARE, LONDON, W.1 (AMBassador 9332) 
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This Diet Card File is free of 
charge to practitioners, 
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TUSSI-RUBE 


Brand 


CONCENTRATED LINCTUS 


FOR PERSISTENT COUGH and BRONCHITIS 


TUSSI-RUBE is a palatable and elegant preparation containing Acid Hydrobrom. Dil. 2'/, 


minims, Chloroform 2/, minim, Morph. Acet. ?/s, grain and Acid Hydrocyan Dil. '/;, minim 
in each Adult dose of two teaspoonfuls. 


The depressant action of Morphine on the respiratory centre is combined with the 
sedatives in an acidified syrup to reduce the tension of the mucus and to allay irritation. 


Bottles of 4, 20 and 90 fl. ozs. 


Clinical sample on request 


C. J. HEWLETT & SON LTD. 


MANUFACTURING CHEMISTS 
KING GEORGE’S AVENUE, WATFORD, HERTS. 
Also at 216, ORR STREET, GLASGOW, S.E. 














Formula : 
Quantity of Active ingredient in each Tablet 


BOLDO ess eee eee 0.07 | PODOPHYLLIN 0.002 
EXT. BELLAD. sicc. B.p. 0.003] ICELAND moss 0.01 


PHENOLPHTHALEIN _.., 0,075 








Sole Distributors in Great ‘Britain 


W. FLETCHER (cuemists) LTD. 
5 RAMPAYNE STREET, LONDON, S.W.1 Telephone: ViCtoria 5555 

















3 


1 


2 
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A new combination 


C. 42 Bel S$ 


soluble aspirin with 


codeine phosphate and phenacetin 








CAMS 


Codis presents a familiar grouping of analgesic drugs; aspirin, 
phenacetin, codeine phosphate; with an important advantage. The 
“ aspirin” in Codis is rendered soluble; as in ‘Solprin’ 

Placed, uncrushed, in water, a Codis tablet.disperses in a matter of 
seconds to form a solution of calcium aspirin and codcine phosphate with 
finely suspended phenacetin. The chance of irritation of the gastric 
mucosa by undissolved particles of aspirin is thus minimised. 

Codis is recommended for all those conditions for which Tab. Codein. 
Co. B.P. would be prescribed. It has the added advantages of greater 
ease of administration and far less likelihood of aspirin intolerance, 
while the rapid absorption of the soluble aspirin promotes prompt relief. 


COMPOSITION . 

Each Codis tablet weighs 11.45 gr., and contains :— 
Acid. Acetylsalicyl. B.P. 4 gr., Phenacet. B.P. 
4 gr., Codein. Phosph. B.P. 0.125 gr., Calc. Carb, 
B.P. 1.2 gr., Acid. Cit. B.P. (Exsic.) 0.4 gr. 
Codis is not advertised to the public. 


N.H.S, basic price for 300 tablets in distinctive gold 
foils of 6 tablets each, 16/6 per box. 


OTHER SIZES—Packs of 20 tablets (in bottles or foil). 





RECKITT & COLMAN LTD., HULL AND LONDON. (PHARMACEUTICAL DEPT., HULL) 
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ut find, Dalgoband Zinc Paste 


had to beat 





Bandages 





are five 


DALZOBAND MEDICATED BANDAGES 


These are an Unna’s paste type bandage that are always moist-always 

ready to use. The medicated bandages are loosely wound round the affect- 

ed part and covered with another dry bandage tightly applied. There 
ieti D: 


of Dalzoband, all of which conform to the N.H.S. 





Dalzoband (3) 





B.P.C. 6yds. x 3° 
standard (No. 2) and 
extra moist (No. 2x) 


Zimc Paste and 
Ichthammol 2°, B.P.C. 
6yds. x 34” standard 
(No. 3) and extra 
moist (No. 3x) 


Dalzotand (5) 


Dalzoband (6) 





specification for such bandages in the Drug Tariff issued by M.O.H. 


Dalzoband (2) Zinc Paste Bandage. Dalzoband (4) Zinc Paste with 


Urethane 2% and 
\chthammo! 2°), 
Tariff 6yds. x 3} 


Zine Paste with 
Urethane 2% and 
Calamine 5°75°,, Drug 
Tariff 6yds. x 34° 


Zine Paste with 
Coal Tar 30%, Drug 
Tariff 6yds. x 3)" 


Available on E.C.10 D ALM AS 








M.2. 


DALMAS LIMITED, LEICESTER & LONDON. Established 1823 


10 

















~ 2 
Nm 
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Making 
vitamin D 


This photograph shows a series of irradiation 
apparatuses, in which vitamin D is formed 
from provitamin D after irradiation with 
ultra-violet rays. 

Philips Roxane was the first to synthetize 
and manufacture, on an_ industrial scale, 
Vitamin BD, (Caleiferol) and Vitamin D, 
in crystalline form. Philips Roxane is now 
the largest manufacturer of these products 
in the world 


Some of the vitamin preparations 
prepared by Philips-Roxane: 


Dohyfral-A 

Liquidum + Dragees - Solution for injection 
Dohyfral-A+D; 

Liquidum + Liquidum Extra - Dragees 
Dohyfral-B; 


Tablets - Solution for injection 
* 


Dohyfral-B 2 


Solution for injection 


Dohyfral-BBB - Dragees 


Dohyfral-B-complex 
Dragees - Solution for injection 


Dohytral-B-complex-Special I 
Solution for injection 


Dohyfral-C 


Tablet# - Solution for injection 


Dohyfral-D; 


Liquidum - Dragees - Solution for injection 


Dohyfral-E 


Dragees - Solution for injection 
Dohyfral-K - Solution for injection 
Dohyfral-Malti - Dragees 
Dohyfral-Multi Fortior - Dragees 
Dohyfral-Malti - Liquidum 


PHILIPS-ROXANE strive for A HEALTHY WORLD 


vitamins - insulin and other 


nutritional preparations for man and animal - 


hormone preparations - liver extracts- mph AR veterinary medicines - radio-active isotopes - anti- 


vaccines - pharmaceutical specialities. 


malaria and hygienic insecticides. 


N.V. PRILIPS-ROXANE PHARMACEUTISCH-CHEM. IND. ,,.DUPHAR”, 173 P.C. HOOFTSTRAAT, AMSTERDAM THE NETHERLANDS 
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JShe night passes serenely 


to a fresh awakening... 


Since the original synthesis of ‘Amyta ver thirty 


years ago, Eli Lilly & Company has | 
with the further development 
To-day, as ar 


aers 


which tc 


*Pulvules’” brand f 


‘Seconal Sodium’ 


gr. 3 and gt : 

‘Ss Mo ’ 
odium Amytal 

rand Sodium Amylot 


Vi aie 
‘Sarcblbilurales Tira” 


eytii 


; d i Loa € 
TRADE MARK ‘Amytal’ 
el aelaKem aah aleley:taeli delat 
Medium onset — moderately long duration. 
3 


gr. gr. a. gr. 4, gr. gd and gr. ly. 


ELI LILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 
12 
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PROPHYLAXIS AND TREATMENT OF 


VITAMIN D2 (ROUSSEL) 
600,000 1. U. 


ORAL—MASSIVE DOSE 


ALCOHOLIC FOR ADULTS OILY FOR INFANTS 


Basic N.H.S. cost 





Dispensed from packs of} 6 
Price to chemist 
per ampoule 2/- 























843-847 HARROW RD. 
LONDON, W.W.10. 
LADBROKE 3608 
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Note about cost: 


Under the National Health 
Service the basic cost of 25 
‘Sulmezil’ Tablets is 13/4, 
and a 50 cc bottle of 
‘Sulmezil’ Oral Suspension 
(containing 14 teaspoonful 
doses) is 9/4. ‘Sulmezil’ is 
free from Purchase tax. 










=‘Sulmezil’ 


COMBINED ORAL PENICILLIN AND ‘SULPHAMEZATHINE’ THERAPY 


ORAL SUSPENSION: each fluid drachm 
contains 0.§ gramme ‘Sulphamezathine’ and 
150,000 units “Dibencil’ benzathine penicillin. 
Pleasantly flavoured and stable. 


TABLETS: each contain 0.5 gramme ‘Sulpha- 
mezathine’ Sulphadimidine B.P. and 150,000 
writs “Dibencil’ benzathine pemicillin. 


IMPERIAL GHEMIGAL (PHARMAGEUTIGALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Limited 


WILMSLOW, MANCHESTER 


Ph.463 
































4 Tue Lancer] THE LANCET GENERAL ADVERTISER [Nov. 20, 1954 


: Introducing a NEW 
. e a 
| preparation for the ecoce i 


Tedral offers in a single tablet, the combined effects of three 
drugs, each of them valuable for the symptomatic relief of asthma. 
THEOPHYLLINE, to relax the spasm of the 

bronchial musculature. 

EPHEDRINE HYDROCHLORIDE, to relieve oedema of the 
bronchial mucosa in addition to relaxing the bronchial muscles. 
PHENOBARBITONE, to relieve the anxiety 

of the asthmatic patient. 





symptomatic relief of asthma 









DOSAGE: Adult— 
Average dose is one tablet every four 
hours, taken after meals if possible. 


DOSAGE: Children— 
6-12 years: } tablet not more often 
than four hourly 


Under 6 years: as decided by the physician. 


: TEDRAL ENTERIC COATED is also available to give symptomatic 
PACKING AND PRICES: 


Tedral is supplied in bottles of 50 and 
500 tablets. The dispensing pack of 500 TEDRAL ENTERIC COATED is therefore indicated for 


relief of asthma four hours after administration. 


Tedral tablets is supplied to chemists administration to the patient with nocturnal asthma. 


at 26/-, and 29/- each Enteric Coated. DOSAGE : | tablet of Tedral and 1 tablet of Tedral Enteric 
Coated on retiring, give eight hours symptomatic relief of asthma. 


No Warner preparation has ever been advertised to the public. 
WILLIAM R. WARNER & CO. LTD., Power Road, London, W.4. 
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AN 


IMPROVED 


BARBITURATE 


OF GOOD 


COMPATIBILITY 


AND WIDE 


THERAPEUTIC 


MARGIN 


Dormupax 
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*DORMUPAX’,’a strong hypnotic aonet 
whose high efficacy derives primaril y 
from its inclusion of calcium n-butyl-ally 
barbiturate, provides per tablet— 


Calcium a Ty. ce - « 3.75 grains 
Carbromalum B.P - - 1.5 grains 


Advantages: | 


The therapeutic index of n-butyl-allyl-barbituric acid is superior 

to that of the majority of commonly used barbituric acid 
derivatives. It has also been shown that the quotient DE/DL is 
even more favourable for the calcium salt than for the acid. 

The molecule of n-butyl-allyl-barbituric acid reaches the sleep centre 
unchanged, After an average sleep duration of 8 hours, 

it is completely degraded to an indifferent form. 

The efficacy of ‘Dormupax’ is reinforced by carbromalum, a safe, 
prompt, medium-strength hypnotic which is free from after-effects. 
*DORMUPAX’ has been thoroughly investigated in several mental 
hospitals, with satisfactory results. In senile, motor-restless patients 
efficacy is good on dosage of half a tablet in the afternoon and 


one tablet in the evening. After-effects are not observed. 


Excited insane patients tolerate 4 tablets daily in a course of 
2 to 4 days without deleterious after-effects, 


Indications: 


Insomnia due to psychic cause or pain—Insomnia, including in 
circulatory diseases or arteriosclerosis—Spastic vascular states, 


Dosage: 

Maximum daily single dose: 2 Tablets; maximum daily dose: 5 Tablets 
Literature and reprints available on request of Physicians, 
References : 


@ ‘Medical Press’ 5981, 628 (1953). 
@° Wien. med. Wschr. 102, 195 (1952). 
@ ‘Praxis’ 42, 295 (1953). 


REGD. TRADE MARK 


Packs: 


Standard Tube, 12 Tablets; bottles of 250 (Dispensing). 


Samples of ‘Dormupax’ available on personally signed 
ee only (Sch. IV) from the Medical 
P 


HOMMEL’S HEMATOGEN & DRUG CO. 


121 Norwood Road, London S.E.94 
Phone: TULse Hill 3276 
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New 








SAFE AND 


FIRST 


EFFECTIVE 


INTRAMUSCULAR IRON 





Note these advantages . . . 


* Imferon is the first safe and effective 
iron preparation for intramuscular 
injection—equally suitable for gen- 
eral practice and hospital use. 


%* Imferon produces a haemoglobin re- 
sponse identical with that obtained 
by saccharated oxide of iron. The 
response is thus predictable. 











RESEARCH 


BENGER LABORATORIES, who introduced the first intravenous iron preparation, 
now present a new and equally effective iron complex for intramuscular administration. 
ITS NAME IS IMFERON. The introduction of this new compound considerably 
simplifies the control of iron deficiency anemias in both hospital and general practice. 


af 
* 


* Imferon provides the equivalent o. 
100 mg. of iron per 2-ml. injection 
or 250 mg. of iron per § ml. injec- 
tion; fewer injections are therefore 
necessary to Administer the calcu- 
lated total dose. 


AMPOULES 2 ml. (100 mg. Fe.) boxes 10 and 100. 
AMPOULES § ml. (250 mg. Fe.) boxes 5 and 50. 


Fully-descriptive literature on request. 
A Technical Information Service is at your disposal. 


Imferon...... 


lron-Dextran Complex 


- A PRODUCT OF 





BENGER LABORATORIES LIMITED - HOLMES CHAPEL : CHESHIRB 
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The active principles in a Veganin tablet 
are bound together by an excipient which 
causes rapid disintegration, allowing therapeutic 
results to be achieved in a matter of minutes. 
The purpose of this high speed disintegration 

is to bring rapid relief from pain — and this 

is the primary function of Veganin. The 
tablet contains acetylsalicylic acid, 
phenacetin and codeine; they act 
together to allay pain, lower the 
temperature and induce a 
state of relaxation. 


















ACTIVE CONSTITUENTS: 
Each tablet contains 
250 mg. acetylsalicylic 
acid, 250mg. phenacetin, 
10 mg. codein phosph. 

PACKING: Tubes of 10 
and 20 tablets. Dispens- 
ing packs of 100 at 6/ 3d. 
and 500 at 27/1d. (not 
subject to P.T. on pre- 
scription). 

























VEGANIN 


No Warner preparation has ever 
been advertised to the public. 

William R. WARNER & Co. Ltd., 
Power Road, London, W.4. 
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— CHEMOTHERAPY OF TUBERCULOSIS -~ 


The concurrent use of PAS salts 
ee is now fully recognized as a major therapeutic measure 
; against all forms of tuberculosis. 
Aminacyl 
BRAND \ 















| ‘Aminacyl’ PAS products, with the exception of the 
| Granulate (Ca PAS only), are available as either Sodium 
PAS B.P. or as the Calcium Salt. 


They include whatever commonly used forms may be 
prescribed in terms of physicians’ choice and patients’ 


preference— 
PACKS: Cachets 1.5 goo.oooocccccccccccccseeesseeeeem 100’s 500’s 
BD iin s.cisossscdipetanacaaa 80’s 400’s 
Dragées 0.5 g (plain)... 250’s 1,000’s 
0.75 g. (enteric-coated) .... 250’s 1,000’s 
Bulk Powder o.0.000000000.0000000000-. lkg. 5kg. 


Granulate (Ca PAS)......... 400 g. 2,000 g. 


‘Aminacyl BPAS (22:7. 







This new modification of PAS has the advantage of providing 
therapeutic effect comparable with that of Na and Ca PAS, 
but with smaller dosage. Furthermore, it is completely non- 
, toxic, and is almost completely tasteless. 


\ PACKS:  ‘Aminacyl’ Ca B-PAS Powder: Tins of 150 and 500 
A envelopes each 3.5 g. 


‘Aminacyl’ Ca B-PAS Cachets: Tins of 80 and 400 x 1 g. 


‘Aminacyl’ Sodium B-PAS Cachets are also available in 
tins of 80 and 400 x 1.5 g. 


Pasinalt combined PAS/INAH Cachets 


BRANO rr 


for convenient prescription of PAS and Isoniazid concurrently 
‘PASINAH’ Cachets each contain 1.5 g. Na PAS (Sodium 
p-Aminosalicylate B.P.) and 17 mg. Isonicotinic Hydrazide. 


PACKS; Standard Tins of 100 and 500. Details of institutional 
quantities on request. 


Further information from the Medical Dept. y. ee 
Pi A. WANDER LIMITED 
42 Upper Grosvenor St., London W.1. Phone: GROsvenor 3931. 


CANADA: A. Wander Ltd., Peterborough, Ontario. AUSTRALIA: A. Wander Ltd., Devonport, Tasmania. 
NEW ZEALAND: A Wander Ltd., Christchurch. INDIA: Grahams Trading Co. (India) Ltd., 16 Bank Street, 
Bombay. PAKISTAN: Grahams Trading Co. (Pakistan) Ltd., P.O. Box 30, Karachi. CEYLON: A. Baur 


& Co. Ltd., Colombo. ns ie ae 


M.387 
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“In that 
rich earth 
a richer 
dust 


concealed ”’ 


Rupert Brooke 


Terramycin was discovered 
after screening 134,726 
soil samples in the Pfizer 
Research Laboratories. 


a 


; 
e 

‘Terramycin 
The broadest-spectrum antibiotic 


for the wide range of infections 


encountered in General Practice. 


i> Worlds Largest Produce x of. Sn bibioti 


Full literature is available and will be supplied on request, 


PFIZER LTD - FOLKESTONE - KENT -: tel: Folkestone 51771 


*Trade Mark of Chas, Pfizer & Co. Inc, 














ike 
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Each tablet contains :— 


* Merbenty!’  edeemimmatdies > - 
hexyl hydrochloride)............... ... 5 ng. 





Aluminium Hydroxide Gel . pe ‘400 mg. 
Magnesium Oxide. rae 200 mg. 
Sodium Laury! Sulphate..... menenensendl § ERGs 
Methy Icellulose 100 mg. 





Bottles of 50 and 250 tablets, 
















e ‘Merbentyl’ to diminish gastro-intestinal motility 
and assure prolonged contact of the other therapeutic 
agents with the stomach and duodenum ; 


@ Methylcellulose to give the ulcer a protective coating 
while it heals ; 


@ Aluminium Hydroxide Gel and Magnesium Oxide to 
neutralize excess acid; 

@ Sodium Laury! Sulphate to inhibit pepsin and lysozyme 
hyperactivity. 
These ingredients in balanced combination make up 
the new and highly effective peptic ulcer medicament. 


SOF AU Se 





distributed in the United Kingdom & Eire by 
RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS, 
for the Wm. S. Merrell Company , London, 


fen 
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SPANSULE™ 


BRAND 


sustained release capsules 


In ‘Spansule’ capsules, the drug is distributed among many tiny pellets with 
varying disintegration times. By this means a uniform and sustained therapeutic 
effect is achieved over a period of ten to twelve hours — with just one oral dose. 
The first drug to be presented in ‘ Spansule ’ form is 


PHENOBARBITONE 


Phenobarbitone ‘ Spansule’ capsules are available in two strengths, 
gr. 1 and gr. 1}, in bottles of 30 capsules. 


* 
SMITH KLINE & FRENCH INTERNATIONAL CO. represented by Trade mark 
Menley & James, Limited, Coldharbour Lane, London, SE.5. Tel: BRixton 785! Patent applied for 


bo 
bo 





SUPIT4 
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Now that the restrictions previously controlling 
the use of Aureomycin have been completely 
removed, doctors are free to prescribe it in general 
practice, whenever required for private 
or N.H.S. patients. Wherever therapy with 
Aureomycin is called for, there is a form of 
presentation for every purpose. 


% 


AUNEUMYCI 


Chlortetracycline 


now derestricted 


can now be prescribed 


Capsules 
Dental Cones 
Dental Paste “ 
Intravenous ¢ 
Nasal 
Ointment 
Ophthalmic 
aus Gus aa» Gum Ophthalmic Ointment 
Oral Drops 
Otic 
Soluble Tablets 
SPERSOIDS* 
Dispersible Powd 1 
Syrup 
Troches 
Vaginal Powder 


Aureomycin means...potency... safety... economy 


Literature on request * Trade-mark 
LEDERLE LABORATORIES DIVISION t At present available to hospitals only. 
Cyanamid oducts Md BUSH HOUS: - ALDWYCH - LONDON - W.C.2 - TEMPLE BAR 5411 
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| 
|| 
‘(|| RIKER, First to market a Rauwolfia preparation in Great Britain, now 
| have available. . . 

| 





“SERPILOID’ BRAND 


One of the active alkaloids of Rauwolfia serpentina Benth. 


RESERPINE 






Reserpine is probably the most sedative of 
RAUWILOID 

Regd. 
Riker’s. original prepara- 
tion of mixed alka- 


\ loid hydrochlorides of 

\N Rauwolfia serpentina, re- u INDICATIONS: 
\ mains available as before. 

\ **RAUWILOID”’ 


the active principles of Rauwolfia, and is 






also responsible for part of the hypotensive 


and bradycardic effects of the crude drug. 


pre- A. Mild and labile hypertension, and, in com- 
sents in a refined form, er Fe i 
bination with potent agents, severer types 


of hypertension. 


accurately standardized, all 


. the desirable activity of 
NY the crude root. Inert 
é matter and undesirable 
\ constituents—for example, 
yohimbine alkaloids—are 


eliminated by the extrac- 
tion process. 


B. In psychiatry, for the treatment of anxiety 
neuroses, tension and psychotic states 





involving hyper-activity. In these indica- 


tions reserpine’s high index of sedative 





activity is particularly valuable. 


Available in 0.25 mg., and 0.5 mg. tablets 
in bottles of 100 and 1,000. 





ee ee es 


Detailed literature sent on request. 


I R RIKER LABORATORIES LTD 
R Registered users of the Trade Marks ‘* SERPILOID" and “ RAUWILOID™ 


LOUGHBOROUGH - LEICS, 
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PAYNOCIL 


OVERCOMES ASPIRIN IRRITATION 







Paynocil is a new, non-irritant, palatable analgesic 



















e 7 
representing a considerable advance in formulation Se 
: ; ‘ As See ee o° 284 
among products of its kind. It combines acetylsalicylic ), \@ = {f 
; Sa =ie@ 
and amino-acetic acids in a tablet offering i= Dera 
4 ef 4 
the following advantages: & & i : 
z iit 
es 
i ke iH, 
% It does not cause gastric irritation. i eg f f 


% It provides the most palatable and 
convenient form of analgesic 
medication. 


% It disintegrates pleasantly and rapidly on 
the tongue ; swallowing with water or chewing 
are unnecessary. 


* An effective dose of aspirin (10 grains— 
0-65 gramme) is provided in one tablet. 


Packaging and Prices: 
Tubes of \8tablets. Retail price (inc. Tax) 3/2. 
Dispensing packs of 240 tablets. Basic N.H.S. price 27/1. 












LONG TERM, INTENSIVE USE SHORT TERM OR OCCASIONAL USE 

Because of its non-irritant properties It is equally suitable for the occasional 
Paynocil is ideal in the prolonged analgesia required for headaches or 
aspirin therapy necessary in rheumatoid neuralgia owing to its convenience and 
arthritis. acceptability to all patients. 





Formula: each tablet contains: 


Acetylsalicylic acid .....: Re 10 grains (0-65 gramme) 
Amino-acetic acid .........40685% 5 grains (0-32 gramme) 
Cc. Le. BENCARD LTD PARK ROYAL, LONDON, N.W.10 


Telephone: ELGar 6681 Telegrams: Bencarlond, Harles, London 














(Nov. 20, 1954 


THe Lancet] 


1.Z.S. A.B. (Insulin Zinc Suspension) 


1.Z.S. (Amorphous) A.B. 
1.Z.S. (Crystalline) A.B. 


Detailed literature on request. 


seven distinct forms of A.B. Insulin, each with a 


well-defined purpose. Yet little more than thirty years ago 
there was no insulin, and but one ominous prognosis 


there are seven... 
for the victim of diabetes. A.B. research 


THE LANCET GENERAL ADVERTISER 
has done much during this time to transform the pattern of insulin 


therapy and to brighten the outlook for the diabetic patient. 


Whether the need is for prompt action, prolonged effect, 
or acombination of both these factors, there is an A.B. Insulin 


to meet every individual requirement. 


Protamine Zinc Insulin A.B. 
Isophane Insulin (N.P.H.) A.B. 


Globin4nsulin (with zinc) A.B. 


Insulin A.B. 








111$ 


A.B.Inswl 


D 












Joint Licensees and Manufacturers 


MARK 


TRADE 


ALLEN & HANBURYS LTD LONDON £2 © THE BRITISH DRUG HOUSES LTD LONDON N14 
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A NEW ADJUVANT IN THE TREATMENT 
OF RESPIRATORY DISORDERS 


Lloyd-Hamol Ltd., of London and Zurich, presents to 

the medical profession a new decongestive salve, 

Thoracin, for the symptomatic relief of coughs, cold 
and respiratory disorders. 


> The Thoracin formula is based on the same 
principles that have made Transvasin so suc- 
cessful in the treatment of rheumatic con- 
» ditions. 

> Thoracin is composed of esters of substituted 
hydroxy aromatic derivatives. 

> Thoracin achieves the effect of the classic 
counter-irritant remedies — poultices, plasters 
and cupping — without irritation of the skin. 
> Thoracin contains a new ester of Guaiacol 
that is entirely free from the evil smell and 
irritant effect associated with this phenol 
derivative in its pure form. This ester easily 
penetrates the skin, and is excreted in the 
alveoli, where it exerts its well-known action. 
> Thoracin ensures vasodilation of the super- 
ficial skin vessels by the use of esters of nico- 
tinic acid. 

> Thoracin relieves reflex spasm of the pectoral 
muscles by the use of the tetrahydrofurfuryl- 
ester of salicylic acid. 


Be : : Pee > Thoracin brings to the alveoli via the blood 
This diagram shows how Famorins soapenente jae stream the sedative, antispasmodic, and expec- 
trate the skin, are carrie e bloodstream to . 
the alveoli and excreted othe 4 to exert their effect. torant properties of camphor and eucalyptus. 


FORMULA THORACIN is available in 1 oz. tubes — 
basic price 2/6 plus 74d. P.T. It is an ethical pro- 
duct, and is not advertised to the public. Since 
avery small quantity is sufficient for each appli- 


























Phenyl Ethyl Nicotinate 2.0% w/w 
Guaiacol Furoate 5.0% w/w 
Tetrahydrofurfuryl Salicylate 10.0% w/w 


3.0% w/ cation, the cost of treatment is extremely low. 
Pi 2.0% he Aad Samples and literature will be gladly sent on 
’ ‘Vo "tis 
Water-Miscible Base to 100.0% application. 





LLOYD-HAMOL LTD. 
11 WATERLOO PLACE, LONDON S.W.1 


AND AT ZURICH MADE BY THE MANUFACTURERS 
SVASIN 
Thoracin is the registered trade mark of Lloyd-Hamol Ltd. OF TRAN 
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Evans Medical Supplies Ltd 


INTRODUCE 


NOBECUTANE 


A NEW PLASTIC WOUND DRESSING 


(See Brit. med. J. 1954, 2.17) 


NOBECUTANE consists of an acrylic resin dissolved in a mixture of acetic 
esters. When applied to the dry skin the solvent evaporates leaving an elastic, 


transparent, and adhesive film. 
*x *x x 


NOBECUTANE has many advantages over conventional dressings. It is non- 
irritating, transparent, tough, pliable and durable and can be applied over joints 
where some degree of mobility is required. 

* * * 
NOBECUTANE is impervious to bacteria but permeable to air and water 
vapour and allows normal aqueous exhalation of the skin to escape and no 


maceration of the skin occurs. 
* * * 


NOBECUTANE is economical in use and results in a saving of at least 20% 
over the cost of conventional dressings. In addition it is welcomed by nursing 
staff who find it effects a considerable amount of saving in time. 

x * *« 
NOBECUTANE is available to hospitals only in bottles of 250 ml. at a price 
of 17/6 per bottle. Each bottle contains adequate material for the dressing of 
approximately sixty to seventy surgical wounds. 


Manufactured in Sweden by A. B. BOFORS NOBELKRUT Packed and issued by the Sole distributors 





EVANS MEDICAL SUPPLIES LTD 


LIVERPOOL AND LONDON 
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a mineral-free combined 


DIPHTHERIA-PERTUSSIS PROPHYLACTIC 


Diphtheria-Pertussis Prophylactic combines 
Whooping-cough Vaccine with Purified Diph- 
theria Toxoid in buffered saline and 

without mineral carrier. 

This preparation is intended for simultaneous 
immunization against whooping-cough and 
diphtheria, thereby reducing the number of 


injections required. 


In sets of 3 x 1 c.c. doses and in 10 c.c. vials. 
(Each 1 c.c, contains 30 L.f. units 
purified Diphtheria Toxoid (F.T.) 
with 20,000 millions H. pertussis.) 


Diphtheria-Pertussis Prophylactic* is prepared in the Wright-Fleming Institute of Microbiology, 
St. Mary’s Hospital Medical School, London, W.2. 


* Distinguishing mark ‘ W.D.P.’ (in red letters). 


Sole Agents : 
cA ~ 
9 
PARKE, DAVIS «& coMPANY, LIMITED. musa # WD): 
HOUNSLOW, MIDDLESEX Telephone: Hounslow 2361 erry 
391 
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For the prevention and treatment of 





post-partum haemorrhage 





NEO-FEMERGIN 


Neo-Femergin is an association of 
ergometrine tartrate and ergotamine 
tartrate, presented in the form of tablets, 
oral solution and ampoules for intra- 
venous or intramuscular injection. 

Neo-Femergin combines the rapid 
but transient effect on the uterus 
produced by ergometrine with the 


prolonged action of ergotamine. 


Tablets Ampoules 
Oral Solution 


Literature and samples available on request 


& 


SANDOZ PRODUCTS LIMITED 
134, Wigmore Street, London, W.1 
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Striking a new note 
in ORAL CHLORAMPHENICOL therapy 


A new tasteless derivative of chloramphenicol, which leaves 
no residual bitterness on the tongue after oral administration, 
has been combined with atropine to form a palatable suspen- 
sion which has a wide range of therapeutic activity when 
given by mouth. 





cinnamate 


Chloramphenicol cinnamate, this new derivative, is hydrolysed 
in the alimentary tract releasing the parent substance, 

with atropine chloramphenicol. The small dose of atropine reduces the 
possibility of gastric intolerance and aids the retention of 
the antibiotic. 


Alficetyn Suspension is pleasant to take, easily administered, 
well tolerated and rapidly effective. 


Gata) ALEIGETYN SUSPENSION 


CHLORAMPHENICOL CINNAMATE with ATROPINE 


In bottles of 60 c.c. 















ALLEN & HANBURYS LTD Oe E 


TELEPHONE: BISHOPSGATE 320/ (20LINES). TELEGRAMS: "GREENBURYS, BETH, LONDON” 
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me meee ee ee ee ee ee ee ee ee ee eee ee ee ee ee ee ee esse ae as ess a ss a sa es _s ee 


50% Reduced dosage ° . 
50% Higher utilisation 507, REDUCTION IN PRICE 





FERROMYN 


(Ferrous Succinate) 


the new 
organic iron— 
a complete 
range at 
reduced prices 


Leadership in oral iron therapy 


This new iron preparation presents Ferrous Succinate, the bivalent iron salt of succinic 
acid. Succinic acid, together with glycine is essential for the synthesis in the red bone 
marrow of a porphyrin (hem) containing iron. 

Our controlled clinical trials with FERROMYN show a mean utilisation factor of 
42°/, as compared with the mean utilisation factor of 28% with Ferrous Gluconate 
and 14% with Ferrous Sulphate. 

A notable feature of this preparation is that the very favourable response is obtained 
with the minimum overall dosage of ferrous salt thus ensuring minimum risk of 
toxic reaction. 

The range of FERROMYN preparations has been extended to include ELIXIR 
FERROMYN and ELIXIR FERROMYN ‘B’. 


TABLETS | ELIXIR ‘B’ | ELIXIR 
EACH TABLET EACH TEASPOONFUL EACH TEASPOONFUL 
CONTAINS :— CONTAINS :— CONTAINS :— 
Ferrous Succinate 150 mgm. | Ferrous Succinate 150 mgm. | Ferrous Succinate 150 mgm. 

i] Aneurine ] 

| Hydrochloride mgm. | 

| Riboflavin I mgm. | 

Nicotinamide —. 10 mgm. 

| Ps f ozs. 216 all | 4 . ozs. 4/3 + P.T. 

. ozs, 21/6 20 fi. ozs. 20/6 + P.T. 

Bottles of 100 3+ PT. | 40f ozs. 42/- SXeMPE =— Ea ozs. = 40/- + PT. 
Bottles of 1000 26/-+ P.T. |! 80 ff. ozs. 80/- *** 1 80 fi. ozs. 78/- + P.T. 
CREWE LONDON 


Telephone CALMIC LIMITED 2 Mansfield Street W.1 


Telephone LANgham 8038-9 
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REDUCTION OF 
HYPERMOTILITY 


‘Lergine’ brand Tricyclamol Chloride, a new anti- 
cholinergic agent, markedly reduces gastro-intestinal 
motility and spasm, and diminishes gastric, pancreatic 
and intestinal secretions. 

As an adjunct to the dietary treatment of peptic 
ulcer, ‘Lergine’ provides prompt relief of spasm and 
pain. In cases requiring added sedation ‘Lergine’ 
brand Compound, which contains tricyclamol and 
phenobarbitone, is advised. 

‘Lergine’ has proved highly effective in relieving 
the pain and constipation associated with spastic or 
“irritable” colon, and is valuable in treating pyloro- 
spasm, ulcerative colitis, regional ileitis and some 
types of diarrhoea, for example that associated with 
pancreatic insufficiency. 


‘Lergine’ and ‘Lergine’ Compound are each issued in bottles of 
100 and 500, the former at prices of 17/6d. plus 3/34d. P.T. 
and 80/- plus 15/- P.T.}and the latter at 19/6d. plus 3/8d. P.T. 
and 85/- plus 15/114d. P.T. each subject to the usual discount, 





*‘“LERGINE’ brand Tricyclamol 
Chloride, 50 mgm. compressed 
products. 

‘LERGINE’ COMPOUND. 
Compressed products contain- 
ing s0omgm. tricyclamol chloride 
and 16mgm. (gr.}) phenobarbi- 
tone, 


BURROUGHS WELLCOME & °CO. (The Wellcome Foundation Ltd.) LONDON 
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> = “VITULES’ 
F STREPTOMYCIN 


The first British disposable cartridge presentation of 
a stable Streptomycin Sulphate solution. 

‘Viules’ of 2 ml., each containing Streptomycin 
Sulphate equivalent to 1G of Streptomycin. 


IN BOXES OF 6 AND I00 


7 “VIULES? 
PRO-STABILLIN A.S. 


‘Viules’ of Pro-Stabillin A.S. now contain a new and 
improved free-flowing aqueous suspension of Procaine 
Penicillin. 

‘Viules’ containing 300,000 I.U. and 600,000 I.U. 


IN BOXES OF 6 AND I00 


‘Viules’ Disposable Medical 
Cartridges are first choice in 
Parenteral Antibiotic Therapy 
FOR:— 

Pre-measured doses—No wastage— 
Aseptic injection in seconds. 


Please write for further details to Medical Dz. 
BOOTS PURE DRUG COMPANY LIMITED 
NOTTINGHAM, ENGLAND 





— 
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CHEMICAL, BIOLOGICAL, 
AND PHYSIOLOGICAL BACKGROUND OF 
THE NEW INSULIN-ZINC SUSPENSIONS * 


K. Hatias-M@LLER 
Ph.D. Copenhagen 
DIRECTOR OF RESEARCH, NOVO TERAPEUTISK LABORATORIUM 


For the first fifteen years after the discovery of insulin 
no improvement was made in it to achieve better treat- 
ment of diabetes, and it was necessary to give several 
injections of insulin daily ; but the insulin became more 
and more pure, culminating in the production of erystal- 
line insulin by Scott (1934). He thought that there 
might be some connection between the insulin content 
of the pancreas and that gland’s relatively high content 
of zine and other metals, and he showed that the forma- 
tion of insulin crystals depended on the presence of certain 
metals—e.g., zinc, cadmium, cobalt, and nickel. As the 
outcome of that discovery, Scott and Fisher (1935) 
found that insulin in solution had a prolonged action 
when combined with large amounts of zinc. After 
Hagedorn et al. (1936) had reported on the retarded 
action of a protamine-insulin compound, Scott and 
Fisher (1936) proved that quite small amounts of zine 
prolonged the action of pro- 





tamine insulin considerably, 
40 . 

the outcome being that pro- 
20 Yj tamine zine insulin (P.z.1.) 

was widely adopted. 

o The reason for this was 
toe that this preparation, with its 
20 YH long-lasting action, brought 

Yj single-injection therapy 

) : d within reach. As time-went 

40 : on, however, it became 


evident that the initial effect 
of P.z.1. was too weak, and 
it was often necessary to 
administer ordinary insulin 
at the same time. Since then 
several insulins have been 
prepared in attempts to 
ensure a more suitable action, 
and chemists have made 
doctors familiar with many 
different ways of modifying 
the action of insulin. In 
summarising the results 
obtained from these many 
Fig. |—Solubility of insulin as a Preparations, however, it 

function of pH in different must be said that both the 

vehicles: A, in phosphate doctors and the chemists 

prey ty > phosphate buffer working with them met with 

D, in asctets buller with alee’ many disappointments. The 

E, as P.Z.1. distribution of units over 

the twenty-four hours of the 
day is unsatisfactory, and supplementary injections of 
insulin have often to be given in moderate and in severe 
diabetes. 

Towards the end of the ’forties, when my colleagues 
and I were about to lay plans for a new insulin-research 
programme in this particular field, we were well aware 
that a radical revision was required. 

One item of our programme was complete elucidation 
of the interaction between insulin and zine. This 
provided new observations which made it possible to 
modify the action of insulin according to a very simple 
principle. 


PRECIPITATED INSULIN (740. per mi. ) 














* The Banting Memorial Lecture given at the annual meeting 
of the British Diabetic Association, London, July 16, 
1954. 
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Interaction of Insulin and Zinc 


First we found that phosphate ions, which are used 
in the preparation of P.z.1., can influence the physico- 
chemical relation between jnsulin and zine. 

Fig. 1A illustrates the solubility of insulin as a function 
of pH in phosphate buffer (an acid solution of insulin 
40 1.0. per ml. is adjusted to different pH values, and 
the dissolved insulin is determined spectrophotometri- 
cally). It can be seen that at the pH of blood (7-3) all 
the insulin has been dissolved, which fact presumably 
explains why iso-electrically precipitated insulin has no 
sustained action. 

Fig. 1B shows the solubility of insulin in the same 
buffer to which has been added the same amount of 
zinc ag is present in 3 
P.Z.1.—2 mg. per 1000 L.v. 
The conditions for 
solubility are only slightly 
altered. 

Fig. 1C shows the solu- 
bility of insulin in acetate 
buffer. The result differs 
only slightly from that of 
insulin in phosphate buffer, 
but the addition of 2 mg. 
of zine per 1000 1.0. caused 
a striking extension of the 
precipitation zone of the 
insulin (fig. 1D). 

These and other experi- 3 1 , A 
ments established the fact oo 6 7 8 
that zinc has a great pH 
influence on the solubility Fig, .uRelation bermeen. eneuns 
of insulin as a function of of zinc in suspended insulin 
pH in pure water, in crystals and pH. 
acetate buffer, and in 
some other buffer solutions. The insulin is insoluble 
to the same extent as p.z.1. (fig. LE). Protamine (or 
other similar basic substances) is thus not a necessary 
factor for obtaining insolubility at the pH of blood. 
The addition of a little zinc, as in P.z.1., gives insulin 
a degree of insolubility as high as, or higher than, when 
it is in combination with protamine. 

Phosphate buffer should not be used if this zine 
effect is to be obtained. The same applies to citrate 
buffer. Presumably the affinity of zinc for these substances 
is greater than for insulin. 

The cross-hatched area in fig. 1D is the precipitation 
zone within which the amorphous insulin precipitate is 
completely or partly converted into a crystalline form. 
Outside this zone the precipitate is stable and amorphous. 
The crystallisation zone varies somewhat with the amount 
of zinc, the temperature, and time. Insulin crystals 

suspended in a 





ZINC % 
™ 























INSULIN a ee pre 6g 3 of zine 

salt are  pre- 

ar ge served intact 

' and completely 

MEALS undissolved at 

J Vided that sub. 

~ @ -0A a vide at sub- 
S3 oe %. i As-4 stances which 
YO Veg i fe may interact 
eS 200r \ y 7 1 with the sine 
83 D> al B pe} 27e absent. 
S$ . 100+ ™ Lac . Other experi- 
bes ments have 
fal ; Lee 1-4 shown that the 
eae insolubility of 

AM ae pM, : AM. amorp he us 

Fig. 3—Effects of a Hine insulin-zi ; and of erystal- 





lineinsulin 
caused by the 
* 


(8), acid clear solution of insulin zinc (A), an 
P.Z.1. (C) in depancreatised dogs. 
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presence of zinc 110 
requires an > 100 
amount of zinc < > 
not less than GN 90 
at 

about 0-5 mg. 0-5 60 
per LOWOLU. QE op 

Amorphous S& 
° ° _ S 
insulin and Vy» 60 
insulin crystals ~ 50} Ordinary insulin 
suspended in i . A P 
such zine-con- 0 2 4 6 8 10 
taining media HOURS 


show a zine 
content which 
depends both 
on the concen- 
tration of insulin and zine used and on the pH value 
of the suspension, The relation between the pH of the 
suspension and the zine content in the suspended insulin 
crystals is shown by the curve in fig. 2. Insulin crystals 
40 1.u. per ml. were suspended in solutions of different 
pH containing 2 mg. of zinc per 1000 1.v. 

Fig. 3 shows, in depancreatised dogs, the effects of 
a erystalline insulin-zinec suspension, an acid clear 
solution of the same crystals, and P.z.1. It is clear that 
a suspension of insulin crystals in a zine-containing 
medium (fig. 3B) has a strikingly retarded effect which 
ensures a low fasting blood-sugar, whereas the same 
insulin dissolved by the addition of acid (fig. 3A) has 
the rapid initial effect and short duration of action 
(about eight hours) common to ordinary insulin. 

Fig. 4 shows the means of results obtained in twenty- 
six rabbits with a clear acid insulin solution, a ‘ Semi- 
lente ’ suspension of the amorphous insulin-zine com- 
pound, and an ‘ Ultralente’ suspension of insulin-aine 
erystals.+ The action of the semilente suspension of 
amorphous insulin was clearly retarded in comparison 
with that of ordinary insulin, and that of the ultralente 
crystalline insulin was even much more retarded. (The 
term ‘ amorphous’’ refers solely to the physical state 
of the insulin and is not used in the more usual sense 
to denote an impure insulin.) 

Fig. 5 shows, in a diabetic patient, the rapid action 
of a suspension of ordinary insulin crystals in physio- 


Fig. 4—Means of results obtained in 26 rabbits 
each given 3 iu. of ordinary insulin, insulin 
semilente, and insulin ultralente. 


“ 





t. The approved name of insulin lente is insulin zine suspension ; 
that of insulin semilente is insulin zinc suspension (amorphous) ; 
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logical saline solution and the much retarded action 
of the same suspension when a trace of zine is 
added to it. 

Fig. 6 shows, in another diabetic, the long-lasting 
action of an ultralente suspension of crystalline insulin 
and the rapid action of the same preparation when 
phosphate ions are added. These ions have completely 
neutralised the effect of the zinc, having a greater 
affinity for zinc than for insulin; hence the result is 
practically the same as that obtained with ordinary 
insulin. 

These experiments obviously show that by using the 
special interaction of insulin and zinc it is possible to 
produce insulins that have a retarded effect, and that, 
without adding any other substance, one can obtain a 
protracted action even more retarded than that of P.z.1. 
They also show that the physical state of the insulin 
is of great importance in deciding the duration of 
action, and 
that con- 
sequently, 
by varying 
the physical 
state, one 
can produce 
insulins with 
different 
durations of 
action. 

We did 
not take long 
to establish 
the afore- 
mentioned 
facts, but we 
spent three 
years on 
establishing 
the exact 
significance 
of anions, 
the concen- 
tration of 
zine, other 
metals, pH, the physical state of the insulin, the size of 
the crystals, and the origin of the insulin, and on testing 
the stability of our new preparations before we sent 
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Fig. 7—Comparison of actions of ultralente suspensions 
containing 0:5 mg. and 2-0 mg. of zinc per i000 i.u. 
in diabetic patient. 
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and that of insulin ultralente is insulin zinc suspension 
(crystalline). them out. 

Anions 
ae anmeadie 1 have already said 
INJECTION INJECTION that phosphate ions 
| inhibit the reaction 

between insulin and 
MEALS MEALS zinc; but obviously 
} } ) ) | | | | we had to find out if 
~ 400 other anions had the 
ey ¥N ~4 in same effect. So far, 
. > ~ 
Se a Without zinc =& ae XN acetate however, all that we 
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Fig. 5—Rapid action of ordinary insulin crystals sus- 
pended in physiological saline solution, and much 
retarded action when zinc is added to it, in diabetic 

patient. 





Fig. 6—Long-lasting action of ultralente suspension 
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analyses 
have shown 
that 0-5 mg. 
of zine per 
1000 1.0. of 
insulinis 
the smallest 
quantity of 
zine that 
allows the 
formation 
of an in- 
sulin-zine 
compound 
which is 
completely 
insoluble at 
the pH of 
blood. 
The test 
revealed 6 Noon 4 6 Midnt 4 8 
that both AM. PM, AM. 
insulins had 
a much 
retarded 
action, 
but that the insulin containing the smaller amount of 
zinc had a somewhat greater initial effect. 

Fig. 8 compares the actions of ultralente insulins 
containing 1 mg. and 2 mg. of zine per 1000 t.u. No 
difference was found, 

Fig. 9 illustrates a practical clinical test with two 
‘Lente’ suspensions of insulin gine centaining 2 mg. 
and 18 mg. of zinc per 1000 1.0. This is a very con- 
siderable quantitative difference in the amount of zine, 
but the larger amount of gine retarded the action only 
a little bit more than did the smaller amount. 

These and many similar experiments established the 
fact that there was no reason to alter the proportions 
used for so many years in P.Z.I.—i.e., 2 mg. of zine per 
1000 1.0. This amount of sinc makes the formation of 
the insnlin-zinc compound sufficiently safe, and slight 
variations in these proportions do not change the duration 
of action of the insulin. Moreover this amount of sinc 
is harmless even when administered for a long time. 


Other Metals 
As regards the suitability of other metals for taking 
the place of zine, fig. 10 shows the results of treating 
a diabetic with nickel-insulin crystals. A suspension of 
these in physiological saline solution gave a rapid insulin 
effect, whereas the same suspension plus nickel ions had 
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Fig. 8—Comparison of actions of ultralente suspensions 
containing | mg. and 2 mg. of zinc per (000 iu. in 
diabetic patient. 
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Fig. 9—Comparison of actions of lente suspensions containing 2 mg. 
and 18 mg. of zinc per 1000 i.u. in diabetic patient. 
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a retarded effect. At present there is nothing to indicate 
any justification for using other metals than zinc. 


pH Values 

I have already said that the insulin-zinc compound 
was insoluble at about pH 5-8. Insulin-zine suspensions 
with pH values varying within this range have not 
shown any difference in retardation in multiple clinical 
tests. But, if one mixes an insulin-zine suspension with 
a clear insulin solution (about pH 3) the resultant pH 
of the mixture may be outside this range and cause 
the insulin-ainc compound, in certain circumstances, to 
be dissolved. Alternatively, at about pH 5-6 the amorph- 
ous insulin particles will be converted to crystals if the 
mixture is allowed to stand, and the insulin will then 
have a more retarded action, which is the opposite of 
what is intended when one adds ordinary insulin. I¢ is 
therefore inadvisable to mix insulin-zine suspensions 
with other insulin preparations, because it is quite 
impossible to prophesy the mode of action of such a 
mixture. 

Physical State of Insulin 

I have already said that an insulin-zince suspension in 
which the insulin is amorphous has a relatively rapid 
action, 
whereas 
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line), and 
insulin lente (3 amorphous: 7 crystalline). The amor- 
phous preparation had the most pronounced initial 
effect, and its action lasted the shortest time; the 
crystalline preparation had a smaller initial effect and 
a considerably retarded action ; and the mixed prepara- 
tion had an twntermediate initial effect, but its action 
lasted as Jong as that of the purely crystalline insulin. 
Size of Crystals 

Fig. 12 shows, in experiments on eighteen rabbits, 
the relationship between the size of crystals of insulin 
and the degree of retardation of action. By a special 
technique of crystallisation it is possible to control the 
size of the crystals, and the figure compares three ultra- 
lente preparations with crysta) sizes of 5 yw, 20 p, and 
50 p. The 20 u and 50 u preparations gave similar 
blood-sugar curves, whereas the 5 » preparation seems 
to have had a slightly more vigorous but shorter-lasting 
action. In other words even fairly considerable variations 
in the size of insulin crystals are of no significance as 
regards retardation. At present our usual practice is 
to use crystals of about 30 p. More than 80% of the 
units are present in the form of crystals about 25-35 u. 


Stability 
Lente, semilente, and ultralente insulins have proved 
The differences in their 


extremely stable under storage. 
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Fig. |!—Means of results obtained in 27 rabbits 
each given 3 iu. of semilente (amorphous), 
ultralente (crystalline), and lente (3 amorphous : 
7 crystalline) insulin. 


therefore it is 
essential that 
amorphous 
insulin does 
not become 
crystalline and vice versa. 


Origin of Insulin 


Ox insulin differs from pig insulin in solubility and 
crystallisation, and differences in amino-acid composition 
have been reported by Lens and Evertzen (1952). One 
of the earliest clinical investigations with the lente insulin 
(January, 1951) was therefore designed to discover 
whether the retardation of the insulin effect depended in 
any way on the species of animal from which the insulin 
was derived. The effect of pig insulin could not be 

















distinguished from that of ox insulin (fig. 13). Never- 
theless it was 
110 decided to use 
> 100 ox insulin for 

v ° 
<> the crystalline 

SS 90 1 
S~ component and 
%S 80 pig insulin for 
Q§ the amorphous 
S<¢ 70 r ee 
8% The possibil- 
Q se 60 ity that insulin 
igs 1 ! n i derived from 
i) 2 4 6 8 10 a different 
HOURS 


species of ani- 
mal may have 
a different 
effect has now 
been studied more extensively both in animals and in 
clinical experiments. 

Fig. 14 shows a clinical trial of two lente insulins. 
The amorphous fraction was derived from pig, but the 
crystals were derived from pig in one insulin and from 
ox in the other. Occasionally the retardation of the 
insulin effect when pig insulin was used was less pro- 
nounced. In clinical experiments on four diabetics, kept 
in bed and on a standard diet, with ultralente insulins 
made from pig and from ox the difference in action 
was doubtful in three patients but convincing in the fourth. 

Fig. 15 compares the results obtained 


Fig. 12—Means of results obtained in 18 rabbits 
each given 3 i.u. of ultralente insulin of crystal 
sizes 5 , 20 uw, and 50 u. 
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No species difference in the action of semilente was 
ever observed. 

Diabetic patients do not differ in their reactions to 
insulins from different species so much as rabbits do, 
but an occasional patient may tend to react somewhat 
more rapidly to pig insulin than to ox insulin. (The 
lente insulins are always made with a constant com- 
position, as I have already said, and this includes the 
animal species.) — 


Standardisation 


In Great Britain all batches of insulin prepara- 
tions are subjected to thorough biological control, 
comprising 
tests for both INSULIN 
potency and INJECTION 
retardation. | 
The British 
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ay Fig. 13—Comparison of actions of ultralente suspen- 
blood -sugar sions derived from pig and from ox insulin in 
diabetic patient. 


curves. 

Our rules 
for insulin-zinc suspensions are equally stringent. 
At present the blood-sugar curve produced in animals 
by semilente insulin must be more or less identical 
with that produced by ordinary insulin; that pro- 
duced by ultralente insulin must be much like that 
produced by p.z.1.; and that produced by lente 
insulin must be intermediate between those produced by 
ordinary insulin and by p.z.1. The results of a test of 
this kind with lente insulin on twenty-two guineapigs is 
illustrated in fig. 17. The curves occupy quite separate 
positions, and a batch of lente insulin giving such a 
curve can be approved. 


Clinical Investigations 


In the preparation of new forms of insulin it is 
imperative to have the intimate codperation of a 
diabetes clinic. Experiments on animals can tell us a 
good deal, but in the final instance it must be tests 























in twenty-four rabbits with semilente INSULIN INSULIN INSULIN 

and ultralente insulins, made from ox INJECTION INJECTION INJECTION 

and from pig. It is very surprising to see | | : 

that ultralente made from pig insulin “> MEALS MEALS MEALS 

has exactly the same effect as the semi- x& 

lente insulins, whereas ultralente made Sg 300F t | { { . sf { | ' ! J 5 a { | { J t " 
from ox insulin has the characteristic ee om ia x 

slow action. In other words, the physical 8 & 200f T T q 
state of pig insulin in the preparations xe 100+ i ne i 
does not affect the degree of retardation ~ 

in rabbits. This striking result indicates ie RRM SE Ve Free 22 VOR TP Ben Yate Re Pa cae RT Si ER oe a ee 
an important fallacy inherent in testson &&«¥} 20 Total 65g. 4 Total 29g. | 4 
rabbits. Fig. 16 shows the results of NN ; 7 J 
clinical experiments on a diabetic, kept $%& a A | LL P i eee ee ae a ee 
in bed and on a standard diet, with ~ 8§369 2 8§369 2 8 8§3639 2 8 
semilente and ultralente made from pig AM. PM. AM. AMS P.M. AM. AMS PM AM. 


insulin. The importance of the physical 
state of the insulin here is clear. 


Fig. 14—Comparison of actions of lente suspensions in which the crystalline fractions were 
derived from pig and from ox insuli. in diabetic patient. 
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on diabetic 
patients that 
decide definit- 
ively the signi- 
ficance of the 
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and, parallel Fig. 15—Means of results obtained in 24 rabbits 


each given 3 iu. of ultralente and lente 
suspensions derived from pig and from ox 
insulin. 


with the many 
laboratery 
experiments, 
very extensive clinical research has been under- 
taken during the past few years. The interaction of 
insulin and zinc, used for modifying the action of 
insulin, enabled us to make insulins witb different 
degrees of retardation of action. We had to ascertain 
what degree of retardation would be most useful 
for establi- 
INSULIN shing effec- 
INJECTION tive single- 
: injection 
therapy; 
and whether 
a single 
prepara- 
tion would 
satisfy the 
doctors or 
certain 
diabetics 
required 
such indivi- 
dual therapy 
that several 
varieties 
of insulin 
would be 
necessary. 
As the result 
of clinical 
studies we 
decided te issue the three new preparations semilente, 
lente, and ultralente. 

In planning our clinical tests we could not wholly 
accept the familiar usual method of comparing new 
insulins with those already known and 
in use. It is of little value to find that 
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Results with Insulin-zinc Gunpenitees 


All the mild cases of diabetes were satisfactorily 
stabilised on a single daily injection of insulin lente, 
and 80°% of 218 severe cases of diabetes were similarly 
satisfactorily stabilised. In addition to these cases, 
however, some could not be stabilised, and their inclusion 
in the present series reduced to 85-90% the insulin-taking 
diabetics who were stabilised satisfactorily on one daily 
injection of insulin lente. 

Consequently insulin lente is the preparation of choice, 
although in some cases its action will be too rapid or 
too slow. In such cases insulin ultralente or insulin 
semilente respectively may be mixed with the insulin 
lente to increase the long or short action respectively, 
or they may be administered separately. Such patients 
are in the category 














of diabetics most oe \ 
frequently admit- — , forinane 
ted to hospital. <3 so} \ 4 — 
The number of S& 5,[% \ v4 

diabetic patients 3 " ~~ g° Lente insulin ; 
stabilised on the Qg¥ 60fF\ NY 4 
lente insulins with Se 50+ \ ~ 4 
an average dose of 4 § rN ‘fj Ne ale 
40 units daily was & 497 Sf PZ. : 
1030, of whom 990 ~ 30} 
(96%) were dis- 1 1 n 
charged on one 0 2 4 6 

; HOURS 


injection daily, and 
40 (4%) on two 
injections daily. 
Of the 990 dis- 
charged on one 
injection daily, the lente insulins used were lente-semilente 
mixtures in 93 (9%), lente alone in 790 (80%), lente- 
ultralente mixtures in 100 (10%), and ultralente alone 
in 7 (1%). 


Fig. 17—Means of results obtained in 22 
guineapigs each given 2 i.u. per kg. of 
body-weight of ordinary insulin, lente 
insulin, and P.Z.1. 


Physiological Réle of Zinc 


Okamoto (1942, 1943, 1949) published a histochemical 
method of determining zinc in the tissues with dithizon 
(diphenyl-thiocarbazone), a zinc-combining agent. Using 
this method he discgvered in the islets of Langerhans con- 
siderable quantities of zinc, which increased during hunger 
and decreased when a carbohydrate diet was taken. 
Okamoto concluded that the zinc in the islets of Langer- 
hans might play some part in the metabolism of carbo- 
hydrates. Further, the knowledge that crystalline insulin 
contains zinc and that zinc influences the insulin effect 
led Okamoto to conclude that zinc must be present in 
the islets in combination with insulin and possess an 
important function. 





ultralente has a longer action than 
ordinary insulin and NPH insulin, 
that semilente has a quicker action than 
P.Z.1., or that lente has a more retarded 
action than globin insulin, and so on. 
The action of an insulin depends on the 
characteristics of both preparation and 
patient ; therefore the insulins should 
be tested on the diabetic patients, and 
the insulin giving the greatest number 
of satisfactory results should be used. 
Fig. 18 shows the results of clinical trials 
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on three diabetics (A, B, and C) treated 
with the same depot insulin. In B alone 
was the blood-sugar level satisfactorily 
controlled. In A the insulin’s action was 
too rapid, and in C too slow. In this way 
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we devised insulin lente, which is a 
suspension of three parts of semilente . 
and seven parts of ultralente. 
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Fig. 18—Results of clinical trials of same depot insulin in 3 diabetic patients, ~ B, and C. 
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Gtemete setinanl his studies with Kaletn (1950) ana 
other workers on the theory that chemical diabetogenic 
agents owed that particular action to their affinity for zinc. 
This affinity led these substances to invade the islets and 
thus disturb the function of the cells, with the result 
that diabetes developed. The theory was verified as 
regards several zine-binding agents, and it was thought 
that it might explain the selectively destructive action 
of alloxan, which also combines with zinc, on the B 
cells—i.e., its diabetogenic effect. However, Okamoto 
(1949) also showed that not all zinc-binding agents 
injured the B cells ; indeed, some of them—e.g., o-amino- 
benzoic acid and quinaldinic acid—administered before 
alloxan, prevented it from invading and destroying the 
B cells. 

Maske et al. (1953) have shown that the B cells can 
be freed completely of zinc by a charge of glucose, and 
then experimental diabetes cannot be induced with 
alloxan. Experimental findings make it probable that 
insulin is deposited as an insulin-zine compound in the 
granules of the B cells. The administration of carbo- 
hydrate causes the compound to break down and liberate 
the insulin and zine. At present research on this subject 
is strongly concentrated on the composition of the 
compound in which insulin is deposited and on the 
elucidation of the mechanism whereby insulin is mobilised. 
A raised blood-sugar level cannot directly occasion the 
breakdown of an insulin-zinc compound, because glucose 
does not bind zinc. However, it is quite possible that a 
raised blood-sugar level causes the appearance of other 
metabolic products capable of competing with insulin in 
the B cells for the zine and thus liberating insulin. 


Future Research 


Today there are reasons for thinking that newly 
formed insulin remains in the B cells of the islets as an 
undissolved zinc compound which, however, according 
to its dissociation constant, can maintain a certain basic 
concentration of insulin in the blood. If the blood-sugar 
level rises, various intermediate metabolic products may 
bind the zine and thus liberate insulin. This interesting 
field is being closely studied, and I am aware that lente 
insulin is used experimentally to take the place of 
granules in the B cells. Perhaps this is somewhat 
hazardous, for there is no reason whatever for assuming 
that the insulin-zinc compound in the B cells has such a 
simple composition. Nevertheless it is important that 
research should continue, partly because it may perhaps 
lead to insulin preparations with a more physiological 
action than is possessed by our insulins today, and partly 
because the clarification of the mechanism by which 
insulin is mobilised may perhaps enable us to find out 
what metabolic products can injure the B cells. In 
other words, such studies may lead to the discovery of 
substances in the body which will induce diabetes but 
may perhaps be inactivated by suitable therapy to 
prevent the development of diabetes. 

Nearly two thousand years ago the Greek physician 
Aretseus, who lived in Rome, observed and described 
diabetes mellitus for the first time. For centuries after- 
wards our knowledge of it was not increased. The first 
step forward was von Mering and Minkowski’s (1890) total 
pancreatectomy of dogs. Metabolic disturbances asso- 
ciated with diabetes have since been studied thoroughly, 
and the work was crowned by Banting and Best’s (1922) 
isolation of insulin. That achievement will never be 
forgotten. The help which physicians have since been 
able to give their diabetic patients has been invaluable. 

* But there are still important problems to be solved. 
More light must be thrown upon the details of the 
metabolic processes related to the function of insulin, 
especially in view of recent developments in enzymology 
and endocrinology, because insulin works in an environ- 
ment of enzymes and hormones, and also in view of 
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our icorneend. knowledge of chemical compounds and 
moleeular processes. 

Our diabetics can be helped today, but the many late 
complications of diabetes make further help urgent. It 
is to be hoped that some day the development and 
progress of diabetes can be entirely prevented. To this 
end intimate codperation between physician and chemist 
is absolutely necessary. 

I should like to thank my laboratory colleagues, K. Petersen 
and J. Schlichtkrull, and Dr. P. M. Jersild, chief physician of 
the Hvidere Hospital, for their collaboration in the team- 
work which has made the presentation of these results possible. 
My thanks are also due to the British Diabetic Association 
for the invitation to deliver their Banting memorial lecture. 
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ATYPICAL FACIAL PAIN 


A. M. G. CAMPBELL 
M.A., D.M. Oxfd, F.R.C.P. 
PHYSICIAN, BRISTOL ROYAL HOSPITAL 


JuNE K. Lioyp 
M.B. Brist., M.R.C.P. 
REGISTRAR, BRISTOL UNITED HOSPITALS 


Many writers have drawn attention to the problem of 
atypical facial neuralgia, and there are as many names 
for this condition as there are treatments for its relief. 
It has been called atypical migraine, trigeminal migraine, 
sympathetic neuralgia, sphenopalatine neuralgia, and 
histamine cephalgia. Unfortunately, owing to the 
difficulties in understanding this condition and in finding 
a satisfactory treatment for this atypical facial pain, 
many cases have been thought to be “ neurotic,”’ but 
we agree with Dott (1951) when he wrote: ‘“‘I am 
convinced that no patient has complained to me of 
face pain without an appropriate physical pain provoking 
lesion.” 

Clinical Features 


We have studied the clinical symptoms of 40 patients, 
in all of whom the diagnosis has been made by a recog- 


TABLE I-—-AGE AT ONSET OF SYMPTOMS 








Age (yr.) No. of cases Age (yr.) No. of cases 
10 or less 0 | 41-50 12 (30-0%) 
11-20 1 (2°5%) 51-60 6 (15-0%) 
21-30 6 (15:0%) 61 or more 4 (10:0%) 
31-40 11 (27-5%) in “s 





nition of the characteristics of the pain, usually in 
association with other symptoms. The condition was 
found to be more common in females than in males : 
24 women (60%), 16 men (40%). The onset of the pain 
was most common in the fourth and fifth decades 
(57-5%) (see table 1). The duration of symptoms before 
attendance is shown in table m1, and it can be seen that 
in about 65% of the patients the pain had come on during 
the last five years, but in 1 case it had been present 
for forty years. 

The presenting symptom in all the patients was pain 
in the head or in the face. The pain was usually described 
as burning or boring and varying in intensity, at times 
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being so severe as to make some » of the sufferers feel 
suicidal, The distribution of pain was over a wide area 
and not confined to one sensory nerve. It was usually 
in and behind the eye, in the cheek, nose, and jaw, and 
supra-orbitally spreading backwards over the head, in 
the occiput and neck, and sometimes into the preauricular 
and mastoid areas. In a very few patients the gums and 
palate were also affected. The pain could occur in any 
of these sites alone or in any combination, or in all 
simultaneously, but the basic pattern remained the same 
for each patient. We have found that nearly all of 
them had pain in the orbit and the eye, and in the 
occiput and neck. Each patient was asked to draw on 
a prepared diagram the distribution of his pain, indi- 
cating the areas of greatest intensity by depth of shading. 
Fig. 1 is such a diagram. The pain was usually unilateral, 
but in 2 cases it was bilateral and of equal intensity on 
both sides, and in 7 cases there was slight pain on the 
opposite side during an acute attack. 

22 patients complained of constant discomfort in the 
affected area, with attacks of exacerbation ; but 18 had 
intermittent pain, with complete freedom between the 
attacks, and in 2 of these the pain was always nocturnal 
and in another 2 almost completely nocturnal. The 
acute attacks of pain would last anything from several 
hours to two or three days. In addition to the cranio- 
facial pain painful sensations were felt in the neck 


TABLE II—DURATION OF SYMPTOMS 





Time (yr.) 








No. of cases | Time (yr.) | No. of cases 

5 or less 2G (86-0 %) | 21-30 3 (7-5%) 

6-10 (20- 0%) | 31-40 1 (2:5%) 
11-20 2 (5-0% | ae =f 





during an attack, and in 1 patient involved the retro- 
sternal region ; and 1 other patient had slight objective 
sensory loss in the hand of the affected side. 

The occurrence of various other symptoms attributable 
to disturbance of the sympathetic nervous system was 
of value in diagnosis. Many patients had flushing of 
the affected side of the face during an attack; and 
localised sweating, lacrimation, a sensation of nasal 
congestion and pupillary changes localised to the affected 
side, and occasionally ptosis and a Horner’s syndrome 
were found (fig. 2). Of these symptoms lacrimation was 
by far the most common (see table 1). 

Glaser (1928) has drawn attention to this and included 
nausea and vomiting. Some of our patients did show 
this with severe pain. but it was on the whole more 
rare than Glaser indicated in his series. It is important 
in connection with this that vomiting did not relieve 
the pain in any way. 

In our series there were no constant precipitating 
factors, but 16 patients noticed that movement of the 
neck could exacerbate or relieve the pain,, and usually 
flexion of the neck exacerbated the pain and extension 
relieved it. For example, some patients noticed that 
the pain came on when the neck was flexed in performing 
such usual tasks as sewing, reading, floor-polishing, and 
ironing. One patient’ related the pain to cold; but, 
apart from the position of the neck, there was no constant 
precipitating factor noticed by the patients themselves. 





Fig. |—Distribution of craniofacial pain in a woman, aged 72, who had 


constant pain for 6 years with acute exacerbations. 
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On direct question- 
ing about a quarter 
of our patients 
recollected a pre- 
vious head or cervi- 
cal injury, and one 
definitely related 
the symptoms to 
an injury of his 
neck incurred in 
an air crash. 

In view of the 
confusion existing 
with regard to this 
condition and 
its relation to 
migraine, we ana- 
lysed our cases 
with particular 
reference to 
migraine. We 
satisfied ourselves 
that in 5 patients 
there were coexist- 
ing attacks of true 
migraine, and the patients were convinced that they 
could distinguish between the two types of pain, and 
that their migraine was in no way the same as their 
facial neuralgia. Similarly we found that 5 patients 
had very definite anxiety states. These anxiety states 
were not due to the pain. 

This pain in no way resembled trigeminal neuralgia. 
There were no trigger zones, and the pain was not 
precipitated by eating, talking, washing, &c.  Tinel 
(1930) recorded a case in which successful alcoholic 
injection for true trigeminal neuralgia was followed by 
atypical neuralgia developing after a railway accident 
and injury to the neck. Tinel’s patient described a 
deep-seated burning pain in the cheek, with flushing 
of the face, of a different character from his original 
trigeminal neuralgia and occurring in an area which waa 
already analgesic from the alcoholic injection. 





Fig. 2—Man, aged 45, with left-sided atypical 
facial pain, showing myosis and sweating. 


Production and Appreciation of Pain 
In approaching this problem we were impressed by 
two factors. Firstly, a large proportion of patients had 


TABLE III-——-ASSOCIATED SYMPATHETIC PHENOMENA 


* BS 





No, of cases 





Cases with sympathetic ne nomena che BT (92-5%) 

Lacrimation only .. ¥s 12 (30 0:0% ) 

ne spe changes * : 7 (17-6 op ) 
tosis i a 2 (50%) 





*In 2 cases the pupils were constricted, and in 5 cases dilated, on 
the affected side. 


associated sympathetic symptoms, and procedures 
which relieved the pain sometimes also relieved the 
manifestations of the sympathetic disturbance. Glaser 
(1928) found that, out of :143 patients, 13 had definite 
pupillary inequalities and 78 had various combinations 
of sympathetic disturbances. Brickner and Riley (1935) 
suggested that this type of pain is often accompanied 
y ocular signs of sympathetic irritation or paralysis. 
It therefore seems that the interference with the sym- 
pathetic system is sufficient in some cases to produce 
a true Horner’s syndrome with pain, whereas in other 
cases the pain may be accompanied by signs of irritation 
of the ocular sympathetic fibres rather than paralysis. 
This appears to be true in this series, because some 
patients had a dilated pupil and severe facial. sweating 
associated with pain, and others a complete Horner’s 
syndrome. Furthermore, we know that pain may occur 
without any evidence of sympathetic phenomena—e.g., 
ocular changes and sweating. 
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Secondly, in our series we have found that ‘iatiahis 
of the position of the neck, particularly by immobilisa- 
tion, not only relieved the pain but also caused the 
sweating of the face to stop and the pupillary changes 
to be reversed. Movement of the neck produced an 
increase of pain in some patients, and immobilisation 
of the neck in slight extension was the biggest factor in 
obtaining relief. 


Relation of Cervical Sympathetic System to Pain 

Davis and Pollock (1932) examined the réle of the 
sympathetic nervous system in the production of pain 
in the head and neck. Their experimental work was 
done on cats and consisted in noting the response of 
the cats to pain when various parts of the cervical 
sympathetic nervous system were stimulated under 
varying conditions. They showed that the sympathetic 
supply to the head and face consisted of postganglionic 
efferent fibres arising in the superior cervical ganglion 
and reaching their destination by way of vascular 
plexuses and together with other cranial nerves. Stimu- 
lation of the cervical sympathetic trunk produced 
dilatation of the pupil without pain, but stimulation of 
the superior cervical ganglion, with or without severance 
of its trunk, produced a painful response in the affected 
side of the head. They postulated that the possible 
efferent pathways for pain perception were: (1) by 
posterior roots of the cervical nerves ; (2) by antidromic 
impulses in the anterior roots; and (3) by the sensory 
cranial nerves. By section of these nerves, either singly 
or in conjunction, they found that the only way to prevent 
pain was to destroy all pathways in the posterior cervical 
roots and the sensory roots of the fifth cranial nerve. 
They suggested that failure of certain intractable cases 
to respond to section of the fifth cranial root together 
with the superior cervical ganglion was explained by the 
fact that certain painful impulses can be transmitted by 
fibres running in the seventh cranial nerve, and that other 
sympathetic ganglia may subserve the functions of the 
superior cervical ganglion in some instances. 

Their theory of the mechanism of the production of 
pain was that stimulation of the superior cervical 


TABLE IV-—-CERVICAL RADIOGRAPHS OF onic PATIENTS 


y Narrowing of 
| dise spaces | 


Osteo- 
Normal Abnormal phytosis 
| 0 More | only 
» 
| | ne than one 
14 (38%) | 23(62%) | 8 12 3 


ganglion seliteaid ed effects by way of  pentammnaileniio fibres 
passing to structures innervated by these nerves. They 
suggested that the nature of this effect was linked with 
the sympathetic innervation of the blood-vessels, and 
that a metabolite was liberated which in turn stimulated 
ordinary sensory nerve-endings. This impulse was next 
transmitted centrally and appreciated as pain. 

We believe that this theory is probably true, and that 
this metabolite is histamine. It is known that histamine 
produces headache. Furthermore, histamine can be 
released by sympathetic nerves, and Tankel (1951) found 
that sweating was relieved by antihistaminics. The 
liberation of histamine has also been shown to follow the 
intravenous infusion of adrenaline (Staub 1946, Eichler 
and Barfuss 1940). Staub (1946) has, in addition, shown 
that the mechanism of action of antihistaminies is largely 
by prevention of histamine build-up. We tried the 
effect of 0-35 mg. of histamine injection in 4 patients 
who were then enjoying a period of relative freedom 
from pain, and in every one of them the typical pain 
was produced in a few minutes. There are obviously 
other fundamental factors which must play a part in 
the development of this pain, but it has been shown 
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that an injection of histamine can reproduce the pain 
complained of by our patients. 


Relation of Cervical Mechanics to Pain 

It is well recognised in the U.S.A. that headache and 
facial pain can be caused by abnormalities in the neck, 
and Raney and Raney (1948) and Neuwirth (1952), 
whose clinical descriptions resemble ours, consider the 
abnormality to be due to cervical spondylosis. Although 
this may be true in some cases, their radiological evidence 
is indefinite and was certainly not always present. 
This is true of our cases also (table Iv). Neuwirth found 
that of 47 patients 14 had frank disc protrusions and 
29 had osteo-arthritic lesions. We are not satisfied that 
the basic abnormalities are in the cervical spine, but 
we are satisfied that relief of the symptoms and irritation 
of the sympathetic system can be produced by change 
of posture. Neuwirth also believes this, but he explains 
it on a basis of cervical spondylosis, with irritation or 
pressure on sympathetic fibres running in the anterior 
nerve-roots of the upper cervical segments, and cites 
French work to support this anatomical fact. 

We do not consider that the anatomy of the sympa- 
thetic nervous system in the neck is sufficiently clear 
for this to be accepted as the explanation. On the other 
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hand, in some of our cases the pain was associated with 
severe lesions in the cervical spine ; but the difficulties 
associated with the interpretation of radiological changes 
in the neck, and the absence of this facial syndrome in 
many cases of equally severe cervical spondylosis, make 
it almost certain that this is not the only cause. 

We have seen 1 patient with very severe facial pain 
of this type associated with a carotid thrombosis, which 
obviously distended the carotid artery, and we have 
heard of 3 other patients in whom a distended and dilated 
carotid artery was found, producing identical pain. It 
is therefore possible that the sympathetic nerves may be 
irritated by some abnormality of the carotid artery, 
and this pain may be associated with an abnormal 
anatomical relationship in some people. 


Afferent Pathway 

The afferent pathway of pain, as Davis and Pollock 
(1932) have suggested, must reach consciousness via the 
somatic sensory nerves, which supply the face, head, 
and neck ; and, as Weddell (1940) has pointed out, it is 
important to realise that there is considerable overlap 
in sensory nerve-supply. 

Treatment 

Treatment may logically be directed at interruption 
of the mechanism of production of pain at various points 
(fig. 3). 

Neuwirth treated his cases by cervical traction, either 
intermittently or continuously, and he noticed that the 
pain disappeared first, followed later by the disappearance 

TABLE VI—RESULTS OF ‘“ PERMANENT” CERVICAL 
IMMOBILISATION 


{ 


Initia] plaster or plastic collar | Average | Longest | Shortest 
Duration of continuous wear .. | 3—4 weeks | 12 weeks 3 days 
} j 
Period of freedom on removal | 
from collar before relapse .. 2-3 weeks 18 months 1 day 


No serious relapse to date 2 cases (11 months and 2 yr.) 





of any sympathetic manifestations. His results show 
that out of 47 patients 33 recovered, 7 were improved, 
and 7 were not benefited by this manceuvre. On the 
whole we think that traction is not very practicable and, 
as a long-term measure, is impossible. One of our 
patients was treated by traction and was immediately 
relieved of symptoms. When the traction was dis- 
continued, the symptoms returned, but on being placed 
in a plaster collar he was immediately permanently 
relieved. 

Some workers consider that manipulation of the neck 
benefits these cases; but, since the exact mechanism 
of production of the pain is unknown, there is the 
danger of making matters worse. 


IMMOBILISATION THERAPY 

We have concentrated on immobilisation of the neck 
in our cases, usually in a plaster collar (see tables v 
and v1). This is by far the most satisfactory manwuvre 
for the initial period. The collar should be applied 
with the head in the position which is most comfortable 
for each patient with the neck in slight extension. 
Immobilisation of the neck is more important than the 
posture. The collar should, if possible, be left on for 
four to six weeks. Usually the collar is applied in 
hospital, and the patient is allowed to return home 
after two days. Most patients who have had severe pain 
are so impressed with its relief that they put up with 
the discomfort of the collar. In persons in whom we 
were satisfied that the relief was considerable a permanent 
plastic collar has been made, which can be worn during 
the day and removed at night. 

The results of the use of a cervical collar have been 
most gratifying and satisfactory ; of 25 patients treated 
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18 have had complete or practically complete relief of 
pain and sympathetic manifestations. Of this group 
2 have had no serious relapse after removal of the collar, 
after eleven months and two years. One patient was 
free for eighteen months before relapse. These patients 
were in their initial collars for 4-8 weeks. 9 patients, 
on relapsing, elected to wear a permanent plastic collar, 
and 2 said that their lives had been transformed by the 
relief of their pain. The daughter of one patient made 
a journey to hospital to tell us how wonderful it was 
to see her mother enjoying life as she had been able to 
do during the last year since wearing a collar. The 
other patient, a woman aged 28 had had continuous 
pain, with severe exacerbations for four years, She 
had seen numerous consultants and been diagnosed as 
functional and had her teeth extracted and her sinuses 
drained, without any relief. She has had no pain while 
wearing a collar and has been able to sew, which she 
could not do before treatment. 

In the remaining 7 patients in this group, on relapsing, 
we have either tried other forms of treatment or their 
symptoms have not Warranted any specific treatment. 
The patients obtaining only moderate relief and those 
obtaining no relief have likewise received other forms 
of treatment, and in 2 of these cases we have not been 
able to relieve the symptoms of pain in any way whatever. 

It will be seen that there are 15 patients not treated 
by immobilisation. The reason for this was that the 
pain was intermittent, with.long periods of freedom in 
which a collar would certainly not have been justified, 
and another line of treatment appeared to be necessary. 


CERVICAL SYMPATHECTOMY 

Cervical sympathectomy involving extirpation of the 
superior cervical ganglion and stripping of the sympa- 
thetic nerves from the carotid vessels appears to be the 
most permanent solution. Rowbotham (1946) has done 
this operation in several cases which he considered to 
be true migraine ; but possibly these were the condition 
we have described. The problem, however, is not 
particularly easy, because in some cases there was no 
relief of pain, and in Glaser’s series of atypical facial 
neuralgia 10 patients were operated on without any 
relief. We have had | patient operated on, with complete 
relief of symptoms, and this relief has remained after 
six months, and in another case a sympathetic block 
with lignocaine (‘ Xylocaine’) temporarily relieved the 
symptoms. On the whole, sympathectomy has disadvan- 
tages which make it unwise as a line of treatment, and 
we have concentrated more on unmobilisation and other 
forms of therapy. 

SPECIFIC DRUG THERAPY 

Ergotamine.__We have tried ergotamine on some of 
those patients who had paroxysmal attacks at night, as 
Symonds (1949) has recommended. One case appeared 
to be a complete failure, but in another ergotamine 
produced prolonged relief of the nocturnal pain, and 
before starting on a more drastic form of treatment it 
is obviously worth trying ergotamine in most cases. 

Antihistaminics.—The same remark applies to anti- 
histaminics, and we have 1 patient who keeps entirely 
free from pain by taking diphenhydramine hydrochloride 
(*‘ Benadryl’) 100 mg. twice daily. Antihistaminics may 
be combined with other forms of treatment, and it may 
be found that they are of more value in combination 
than when used alone. 

SECTION OF GREAT AURICULAR NERVE 

To denervate the area of pain completely is obviously 
quite impossible, and Glaser (1928) has shown that 
alcoholic injection of the fifth nerve is quite ineffective. 

In view, however, of Mason’s (1953) report that he 
relieved trigeminal neuralgia by block or section of the 
great auricular nerve in the neck, we tried this operation 
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in several cases of true trigeminal neuralgia but were 
not able to convince ourselves of any improvement. We 
next used this operation in a case of this atypical form 
of facial pain and found that blocking the nerve with 
procaine produced dramatic temporary relief of pain. 
The pain recurred fourteen hours after the injection. 
The injection was then repeated with the same result. 
As a result of this experiment we have sectioned the great 


TABLE VII RESULTS OF SECTION OF GREAT AURICULAR NERVE 


| Results * 
Good | Moderate | Bad 
No. with constant pain we 11 ay 2 4 
No. with intermittent pain .. | 6 4 | l 1 
Total 3s een 17 | 9 3 5 


| 


* Grading as in table v. 
auricular nerve in 17 
tables v1I—Ix. 


Histological 
abnormality. 


cases. The results are set out in 
examination of the nerve showed no 
From the results obtained in the few 
patients subjected to this operation it seems that section 


of the great auricular nerve may be of immediate 
benefit, and it is presumed that this effect is achieved 


by cutting down the number of painful impulses reaching 
consciousness and so in some way breaking the vicious 
cycle of pain. The good effect of breaking this cycle 
may last much longer than the action of the agent 
producing the nerve block. We believe that the pain- 
relieving effeet of spraying the neck with ethyl chloride 
(Travell 1952) and of infiltrating the vecipital muscles 
with procaine (W. Ritchie Russell, personal communica- 
tion) merely acts in this way. We have relieved this pain 
in some cases by spraying the skin over the great auricular 
nerve with ethyl chloride, and the period of relief has 
always been longer than the local anzsthetising effect 
of the drug, but inevitably relapses occurred. In quite 
a number of our cases of section of the great auricular 
nerve, relapse occurred sooner or later, and we suggest 
that this is due to the fact that certain painful stimuli 
build up to reach the higher centres by way of other 


nerves, and the vicious circle of pain is formed again. 


TABLE 


VIII-——-RELAPSE-RATE OF PATIENTS WITH GOOD OR 
MODERATE RELIEF FROM SECTION OF GREAT AURICULAR 
NERVE 

No. relapsed . Me Vi. Period of freedom 1 week-5 mos. 

No. with no relapse 6 Period of follow-up 4 weeks—6 mos. 


[¢ is too early to be certain, but we feel that this is not 
a treatment to continue, and that it is not a very 
satisfactory form of therapy. 

Lastly, of course, we have those analgesics which act 
on the cortex. Most patients will say that they have 
for long periods taken either the aspirin or codeine type 
of drugs without much relief. 


Differential Diagnosis 

There is a considerable resemblance between migraine 
and atypical facial neuralgia. That both pains have a 
vascular basis is quite true, but it is clear that the basic 
pain which persists all the time in some of these cases 
is quite unlike migraine On the whole this type of 
atypical facial neuralgia lasts much longer or is con- 
tinuous. In 5 of our cases there was coexisting migraine, 
which the patient described entirely differently, and in 
none of our cases has there been any hemianopia, scotoma, 
or fortification spectre, and we believe that atypical 
facial neuralgia probably has a slightly different «etiology, 
particularly in view of our therapeutic results. 
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There should be no difficulty in differentiation from 
trigeminal neuralgia with its paroxysmal attacks confined 
to the trigeminal territory and its trigger zones. 

Differentiation from carotid aneurysm can be difficult, 
but focal neurological signs and a third-nerve palsy 
usually make the diagnosis easier; but, when there is 
any reasonable doubt, an arteriogram should be made. 
As we have mentioned, an arteriogram in one case 
showed a carotid thrombosis, which had given rise to 
atypical facial pain of the type we have described. In 
this case there was also very slight proptosis of the 
affected eye. 

Most of our patients have at one time or another had 
their teeth, sinuses, and eyes examined, but in none of 
them had there ever been any local radiological or clinical 
evidence of any abnormalities which could have been 
responsible for their pain, and many patients have been 
subjected to unnecessary removal of teeth and drainage 
of sinuses, none of which operations has relieved their 
symptoms, 

This pain might be confused with Costen’s (1934) 
syndrome or a malfunction of the temporomandibular 
joint with an abnormal bite, but this type of pain is 
much more localised to the area of the joint, and there 
is no evidence of sympathetic disturbances. 

TABLE IX SUCCESSFUL TREATMENT OF 5 PATIENTS WITH NO 
RELIEF AND 6 RELAPSED PATIENTS AFTER SECTION OF 
GREAT AURICULAR NERVE. 








Immobilisation .. os 5 Spontaneous remission 


1 
Antihistaminics .. os 2 No relief .. os es 3 


Lastly, some neurologists believe that this type of 
pain is associated with neurosis. It is true that people 
with chronic unrelieved pain do often develop a psycho- 
logical overlay, but we are satisfied that this is not the 
prime factor, and the discomfort of our treatment of 
immobilisation, which is welcomed by most patients, 
argues against a neurotic basis of this pain. 

Gonclusions and Summary 

We have described what we prefer to call atypical 
facial neuralgia in 40 patients, and we suggest various 
manceuvres for relieving this pain. 

We consider that it is related to the sympathetic 
nervous system in the neck and to the release of a 
metabolite, which is histamine. 

The basis of our treatment has been to break a vicious 
circle on either the efferent or the afferent side. Any 
interruption on the afferent side, such as section of the 
great auricular nerve, will probably prove disappointing. 
By far the most useful therapy has been immobilisation 
of the neck ; but some cases need different treatment. 

Our argument still includes many factors not adequately 
explained or proved, and we would like to study more 
cases in the future. 

These unfortunate patients can be relieved of their 
pain by trial of the various treatments outlined here. 
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PEPTIC ULCERATION 
IN SOUTHERN NIGERIA 


Prerer G. Konstam, 
F.R.C.S.E. 


SENIOR LECTURER IN SURGERY, UNIVERSITY COLLEGE, IBADAN, 
NIGERIA 


DvopENat ulceration in the African has received little 
attention ; in spite of the reports published by Aitken 
(1933) and Ellis (1948) it has often been ignored, or its 
incidence has been denied. 

I review here 20 consecutive cases of proved peptic 
ulcer which came under my care in nine months in 
1953-54 at Adeoyo Hospital, Ibadan. 

Ibadan, a town of nearly 500,000 people, is situated 
among hills in the deciduous forest zone of the Western 
Region of Nigeria. The mean rainfall is 48-3 in., mean 
minimal temperature is 70-5°F, and mean maximal 
temperature 88-5°F. A large proportion of the inhabi- 
tants go out to work on small farms; there is much 
trading but, apart from a tobacco factory, no industry. 


Clinical Picture and Pathology 

Ellis (1948) made a full study of the incidence, clinical 
picture, and pathology of peptic ulcer at Lagos. The 
ulcers seen at Ibadan, Abeokuta, and Ijebu districts are 
of the same nature. Personal communications from 
Benin, Port Harcourt, and Enugu reveal the presence of 
the disease in these districts also, Thus peptic ulceration 
is prevalent in both the Western and the Eastern Regions 
of Southern Nigeria. 

The sex-distribution was 15 males to 5 females, The 
numbers are too small to allow any conclusions to be 
drawn. 

All patients were Africans, unemancipated in customs 
and eating-habits, and the large majority were poor. 
Long intervals between meals have been incriminated ; 
but this does not apply to the women, who partake of 
frequent meals in the market places. 

The history was usually long. The initial stages of the 
disease had often been treated elsewhere. 

Ages ranged from 13 to 65. The very young appeared 
by no means immune. 

The signs and symptoms are exactly what would be 
expected from a long-standing duodenal ulcer at various 
stages of cicatrisation. 

The diagnosis was often easily made on clinical grounds. 
In the usual long-standing cases there were splash, visible 
peristalsis, dehydration, and emaciation—all of them 
sometimes extreme. Alcohol test-meals, given to all the 
patients and to an equal number of controls, showed an 
unquestionably significant tendency to more free acid 
in the patients. A low-acidity fasting juice (less than 20) 
could not be taken as evidence for or against an ulcer. 
A higher acidity (more than 40) made it more likely that 
an ulcer was present. 

Hippuric-acid liver-function tests showed no deviation 
from the normal. Plasma-protein levels were also 
normal, the albumin/globulin ratio often being reversed, 
as is common in Africans. 

No gastric ulcer was found in this series. 

Ellis (1948) writes that the ulcer is situated on the 
anterior duodenal wall. He practised gastrojejunostomy 
almost without mortality. It is, however, impossible to 
ascertain the site of the West African*ulcer by inspection 
or palpation alone; a most extensive fibrous-tissue 
reaction often covers the entire first part of the duodenum. 
Only by exploring the duodenum as in gastrectomy can 
the site be determined. The ulcer is, in fact, predomi- 
nantly a posterior-wall lesion, for which reason free 
anterior perforations are rare. It is tempting to speculate 
on the nature of the fibrous-tissue reaction. There has 
been no opportunity so far to investigate the state of 
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the adrenals in these cases. The phenomenon may even 
be related to endomyocardial fibrosis. 

There have been 6 liver biopsies, which showed changes 
commonly seen in various conditions in Nigeria; but 
their specific relationship to peptic ulcer could not be 
determined. 

There were 2 cases of associated carcinoma of the 
antrum. 

Treatment 

Medical treatment offers little prospect of a lasting 
cure. As regards the hazards of gastrojejunostomy, those 
with much experience of our problem are emphatic that 
jejunal ulcer does not readily develop in Southern 
Nigeria. Admittedly, Nigeria is a statisticians’ night- 
mare where ‘follow-ups’? are difficult to achieve. 
However, no case has been seen so far at Adeoyo. 

Those patients with a high degree of stasis offer no 
problem. In them operation becomes urgent and must 
be simple. Here the results of gastrojejunostomy are 
dramatic. It is the less urgent case that presents the 
problem. Neither test-meal nor clinical signs, and not 
even operative findings, reveal whether the crater is 
active or extinguished. The stomach may be enormous, 
yet there may be inflammatory cedema around, or recent 
filmy adhesions at the site of, the ulcer. It is because of 
the theoretical possibility that stomal ulcer may develop 
after gastrojejunostomy that partial gastrectomy has been 
my treatment of choice. 

There have been 13 partial gastrectomies, 6 gastro- 
jejunostomies, and I closyre of a late anterior perforation, 


with 3 deaths. 
Pathogenesis: R6le of Diet 


Smoking can be discounted as a cause of Nigerian 
duodenal ulcer. The simple people affected smoke, if at 
all, in moderation. ‘“‘ Hot” spiees also are to be 
discounted ; peppers are eaten all over Nigeria and India. 
And ulcer patients respond to medical treatment even 
when the consumption of condiments is allowed to go 
on (T. H. Somervell, personal communication). 

The present concept of the psychosomatic aspect of 
peptic ulceration also cannot be applied; our patients 
have their ration of anxiety, but there is no “ hurly- 
burly of modern sexistence,” and life goes on in the 
villages much as it did centuries ago. The Northern 
Hausas, who do not readily develop ulcer, are stolid 
fellows, securely anchored to their Koran, but the 
Southern bush farmers, who do so also are quiet and 
placid. One is compelled to look for other causes. 

I believe that the peptic ulcer of Nigeria and that of 
Southern India may be closely related. If this is so, the 
common denominator may be found in geographic and 
dietary peculiarities. In Nigeria, as in India, duodenal 
ulcer has a geographical distribution. An inquiry made 
by correspondence and by a journey to the North of 
Nigeria has elicited the fact that peptic ulceration is 
common in the Southern regions of rain and deciduous 
forest but not in the Northern semi-arid plains. The 
staple diet of the South is cassava and yam (Nicol 1952), 
but that of the North two forms of millet (McCulloch 
1929, 1930). By courtesy of Dr. E. A. Beet, of 
Kano City Hospital, I saw 2 patients with proved 
duodenal ulcer in that institution. They were both 
Ibos from the South adhering to their own yam and 
cassava diet; but I came across no cases among the 
indigenous population in that large Northern hospital. 

The diet of the unemancipated Southern Nigerian is 
deficient in proteins, but the food of the Hausas and 
Town Fulanis of the North is also poor in them (McCulloch 
1929, 1930). All parts of Nigeria seem to share the 
shortage of high-class protein except the areas where 
fish is abundant. 

As regards accessory food factors, however, there are 
essential differences between the two parts of the country. 
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Nicol (1949, 1952) studied the diets in the Northern 
province of Bida and in the Southern district of Warri. 
In Warri he found the daily intake of thiamine to be 
0-69 mg. compared with 3-20 mg. in Bida—1-2 mg. is 
considered to be the daily requirement for tropical man 
by the National Research Council, Food and Nutrition 
Board (1948). I visited several villages round Ibadan 
and found the same figures as Nicol did for Warri. 

Since thiamine is concerned with carbohydrate 
metabolism, the requirement for it varies with the intake 
of carbohydrate. The yam and cassava diet is unbalanced 
in favour of carbohydrate. The diet is very bulky, and 
a vicious cirele is presumably set up once the ulcer begins 
to interfere with the function of the pylorus and prohibits 
ingestion of the required large amounts. The imbalance 
may become even more pronounced through the almost 
invariable presence of hookworms and roundworms in the 
intestines. Chance and Dirnhuber (cited by Nicol 1952) 
believe that these parasites absorb large quantities of 
B-complex vitamins. Hookworm occurs all over Nigeria, 
but the large ascaris thrives mainly in the humid South. 

As regards the other vitamins, there is a deficiency of 
riboflavine in all parts of Nigeria; there is an adequate 
supply of nicotinic acid and of ascorbic acid ; and vitamin 
A, as carotene, is freely available in the South, where 
palm-oil is consumed widely. 

In discussing diet and peptic ulcer it may be permissible 
to draw attention to the situation in India. If we sub- 
stitute the yam and cassava diet for rice and tapioca 
(cassava), the position in Southern India closely resembles 
that of Southern Nigeria. A warm humidity is one of the 
special features of Southern India’s climate. Peptic ulcer 
is 58 times more common in the South than in the North, 
and is predominantly duodenal (Dogra 1940). As regards 
social status, the main feature is the poverty of those 
affected, There is a distinct difference in diet between 
the peoples of the South and of the North (Orr and Rao 
1939). The diet of large areas of North India consists of 
whole-meal flour, milk, and milk products. In Southern 
India the staple diet is rice, and, in Travancore, rice and 
tapioca. 

Tropical peptic ulcer, unlike its European counterpart, 
seems to develop where specific diets are consumed. 
It is not my opinion that the Southern Nigerian variety 
is due to a gross deficiency in thiamine (neuritic lesions 
are uncommon). But there is an uneasy balance, and 
intake of minimal requirement may merge into sub- 
minimal intake through local or personal “conditioning 
factors. 

This concept is supported by experiments on animals 
(Drummond et al. 1938) in which ulcers were produced 
by feeding subminimal doses of vitamin B, for long 
periods. 

lt is possible, though unlikely, that the Nigerian lesion 
can be ascribed to a single component. Further study is 
essential to determine specific food factors and dietary 
patterns which may be responsible for this common, 
crippling, and dangerous ailment. 


Summary 


Peptic ulcer is common in Africans in Southern 
Nigeria, the North being relatively free. 

The lesion is typically a posterior duodenal ulcer 
surrounded by a wide area of fibrosis, and occurs in both 
sexes of the poorer classes. 

Gastric ulcer is rare. 

Evidence is presented that diet plays an important 
role in the pathogenesis of duodenal ulcer both in Southern 
Nigeria and in Southern India. 


I am grateful to Prof. B. M. Joly for her generous encourage- 
ment; Prof. A. Brown and Dr. J. Lauckner for referring 
cases; the late Dr. W. 
Miss I. E. 
B. M. 


Silvera for reporting on sections ; 
and Drs. 
N. M. B. Dean, D. McLaren, 


Florence for the biochemical reports ; 
Nicol, R. G. A. Savage, 
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G. H. Drew, A. J. M. Stevenson, M. L. Catell, G. vi _Moore, 
S. M. Studzienski, J. Gatt, and R. Jelliffe, of the Nigerian 
Medical Service, for valuable information. 
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From the Blegdam Hospital, Copenhagen 


DuRinG the poliomyelitis epidemic in Copenhagen in 
1952 we learned that tracheotomy and positive-pressure 
ventilation can be life-saving in many cases of brain- 
stem poliomyelitis, especially the ‘‘ wet’’ cases with 
accumulation of secretions in the airway. Naturally we 
felt that this treatment should be applicable to severe 
cases of tetanus in which complete curarisation is the 
only means of preventing convulsions. The literature 
shows that it has in fact been used with success (Abate 
and Profazio 1953, Bjorneboe et al. 1953, Helsingen and 
Kristensen 1953, 1954, Saint et al. 1953, Shac kleton 1954), 
but only in a few cases. Because this treatment presents 
many difficulties, it may be worth reporting in detail a 
small series of cases of tetanus treated along these lines 
in the past year. 

Case 1, which has previously been published (Bjorneboe 
et al. 1953), was remarkable for the fact that the patient, 
a boy aged 10 years, was kept under general anesthesia 
(nitrous oxide and oxygen) for seventeen days. This 
duration of general anesthesia is the longest of which 
we are aware. As this case has been published only in 
Danish, it is included here (case 1). 


Case-reports 

FIRST CASE 
A boy, aged 10, was admitted on May 9, 1953. Six days 
previously he had scratched his left knee, and had been treated 
in a surgical emergency station, where, owing to some mis- 
understanding about earlier immunisation against tetanus, 
he received only an injection of tetanus toxoid. Five days 
later he complained. of stiffness of the neck and back. When 
first seen in the hospital he had trismus, incipient risus sar- 
donicus, rigidity of the legs, and stiffness of the neck and 
back. His general condition was fair and temperature normal. 


Treatment and Progress 

The wound was excised, and Clostridium tetani was cultured 
from the tissue. Tetanus antitoxin 15,000 Lu. was given 
intravenously and 5000 1.u. around the wound. Treatment 
with penicillin was also started. In the next two days the 
boy’s temperature rose and his condition worsened in spite of 
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THE LANCET] 
sedatives. Convulsions developed and became frequent 
and severe. Bromethol given per rectum was rejected immedi- 
ately. Pentobarbitone sodium was given intramuscularly, and 
mephenesin through a stomach-tube, Soon secretions were 
accumulating in the airway despite suction and _ postural 
drainage. Tracheotomy was done under cyclopropane anes- 
thesia and an inflatable cuff-tube was inserted. Nevertheless 
the boy went downhill. On the fourth day he was cyanotic 
and had opisthotonus and continuous convulsions. He was 
in deep coma with temperature 105°F and pulse 160. At this 
point we felt that if we could not bring about a rapid and 
radical change in his condition he would certainly die. 


Continuous Ancesthesia 


From midnight on May 13 he was kept under general 
anzsthesia (50% nitrous oxide and oxygen, 4 litres per 
minute) and at the same time he was completely curarised with 
d-tubocurarine chloride. This allowed easy manually con- 
trolled positive-pressure ventilation through a _ to-and-fro 
absorber system connected with the cuffed tracheotomy tube 
exactly as used in the epidemic of bulbar poliomyelitis (Lassen 
1953). During the first night the boy’s temperature and pulse- 
rate fell, his state of vascular shock came under control, and 
his convulsions stopped. This treatment was kept up for 
seventeen days, curare and pentobarbitone being administered 
by continuous intravenous drip. Many attempts were made 
to restore spontaneous respiration and to cut down the dosage 
of d-tubocurarine and anzsthetic agents, but it was not until 
the seventeenth day that this could be done. Pentobarbitone 
was given for another five days and then all treatment was 
discontinued, Recovery was uneventful and complete 
(see figure). 

During anesthesia nutrition was maintained through a 
stomach-tube and the fluid-electrolyte balance kept normal. 
A silver cannula was substituted for the cuff-tube on June 1. 
The stomach-tube was removed three days later, and the 
silver cannula on June 13. Secretions were removed by 
frequent aspiration through the endotracheal tube, assisted 
by vigorous lung physiotherapy. 


Observations During Ancesthesia 

Atelectasis of the lungs was observed repeatedly, and at 
least eight times confirmed by radiography. On the seventeenth 
day drop-hand on the right side was noted, probably due to 
pressure on the radial nerve ; after physiotherapy it rapidly 
disappeared. Several bedsores developed in the occipital region 
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and on the legs. On the eighteenth day the left parotid gland 
was swollen, probably from infection of its duct. 

The blood-pressure was raised during the first month of 
illness also when the muscles were completely relaxed and the 
patient well ventilated and deeply unconscious. A hyper- 
tensive retinopathy developed with changes in calibre of the 
arteries and indistinct optic discs. This retinopathy dis- 
appeared with the hypertension. The size of the heart, measured 
by X rays, did not change during this period of hypertension, 
and electrocardiograms remained normal. 

On the thirteenth day transient hematuria and small 
hemorrhagic patches in the right retina were observed. Non- 
protein nitrogen was determined daily and was occasionally 
slightly raised. Three months after the onset of tetanus 
renal function, measured by the creatinine-clearance test, was 
normal. 

Liver function, measured by the bromsulphthalein-retention 
test, was abnormal on the second and third days of treatment 
but soon became normal. Serum-bilirubin levels and the 
thymol turbidity test were repeatedly normal. The albumin/ 
globulin ratio in the serum decreased during the first week of 
treatment from 1-4 to 0-8 and did not become normal until] 
after three months. 

Frequent determinations of serum-bicarbonate and serum- 
chloride levels revealed nothing of interest, but daily deter- 
mination of hemoglobin was helpful because it repeatedly 
showed hemoconcentration coinciding with clinical symptoms 
of incipient shock. 

SECOND CASE 


On Jan. 2, 1954, a boy, aged 11, was admitted with tetanus. 
He often worked in the garden and constantly had scratches 
on his fingers. On Dec. 17 he observed a paronychia on one 
finger. On Dec. 28 he had difficulty in opening his mouth, and 
on New Year’s Day he had his first convulsions. 

On admission he had risus sardonicus, pronounced trismus, 
and rigidity, especially of the muscles of the neek, back, and 
abdomen. His hands and feet were very dirty, and several 
small excoriations and scratches were noted, particularly 
around the finger-nails. 


Treatment and Progress 

Intravenous tetanus antitoxin 20,000 I.U. was given immedi- 
ately, procaine penicillin 300,000 units, phenobarbitone, and 
chloral hydrate. Thefe was no cyanosis, and the airway seemed 
to be clear and ventilation apparently adequate. The sedatives 
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kept him relaxed and symptom-free until 
fourteen days after admission—an hour after 
the last dose of phenobarbitone—a lightning 
attack of convulsions set in, with complete 
cessation of respiration, extreme cyanosis, 
and coma. Resuscitation was started immedi- 
ately, and five minutes later spontaneous 
respiration returned. Ten minutes later 
tracheotomy was done under cyclopropane 
anesthesia, a cuff-tube put into the trachea, 
and an indwelling stomach tube inserted. 


Continuous Anesthesia 

From this point general anesthesia with equal 
parts of nitrous oxide and oxygen, 4 litres per 
minute, was given intermittently either by 
manual compression of the bag or, when 
possible, by letting the patient breathe 
spontaneously in the semi-closed to-and-fro 
system. Sedation was continued with chloral- 
+ hydrate by stomach-tube to keep the patient 
free from convulsions. After the tracheotomy 
his condition was satisfactory during the 
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night, although he had incipient convulsions 
several times, which always disappeared 
after a few minutes of anesthesia. He 
appeared to be well ventilated, his tempera- 
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ture’ and pulse-rate were normal, and his 
blood-pressure did not rise. If hypertension 
appeared, measures were immediately taken 
to ascertain, if this was due to hypoventilation 
with hypercapnia. 

Despite heavy sedation with chloral hydrate 
every three or four hours, supplemented by 
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pentobarbitone, he had numerous incipient 
spasms, and anesthesia soon had to be 
continuous. After a few days his tempera- 
ture rose to 102°-104°F, and his pulse became 
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rapid and at times irregular. Abundant secretion necessitated 
frequent bronchial toilet and repeated bronchoscopy because 
of crust formation and blocking of the tube. 

For about two weeks his condition was very critical, trismus 
and rigidity becoming pronounced whenever we tried to 
reduce sedatives and general anesthesia. Yet through all this 
time he was well ventilated, oxygen saturation was normal, 
and the carbon-dioxide values were slightly subnormal. On 
the tenth day the inflatable rubber cuff-tube was superseded 
by a silver cannula, through which anesthesia was continued. 
At this time the left leg developed arterial spasms, which 
disappeared after lumbar sympathetic block. General 
anesthesia was now discontinued, but big doses of sedatives 
were still necessary. 

Progress 

Fourteen days after admission trismus and general rigidity 
were still pronounced, convulsions had subsided, and the boy 
responded adequately. The silver cannula was removed on 
the seventeenth day, when the temperature had finally come 
down and he could keep his airway free by coughing. After 
this he made a speedy and complete recovery. Three months 
after leaving the hospital he was reported to be in excellent 
health. 


Laboratory Investigations 

Electrocardiograms were normal, a moderate anemia 
developed, and at one point there was rather severe leuco- 
penia. The plasma-protein level fell to 4-95 g. per 100 ml. 
with an albumin/globulin ratio of 1. Repeated examinations 
of serum Kt, Nat, Cat+, Cl+, non-protein N, pH of 
arterial blood, CO, tension, and oxygen saturation always 
showed normal values, and radiography never revealed 
pulmonary complications. 


THIRD CASE 


On May 12, 1954, a boy, aged 15, was admitted with tetanus. 
Five days before he cut his left palm with a screw-driver but 
did not have medical assistance till three days later. The 
wound was treated, but he was not given tetanus antitoxin. 
The day before admission he had trismus and stiffness of the 
neck and back. He had never been vaccinated against tetanus. 

On admission his general condition was rather bad ; he had 
risus sardonicus, pronounced trismus, and opisthotonus, and 
general rigidity ; his abdominal muscles were as hard as a 
board ; and in his left palm he had a deep infected wound. 
Treatment and Progress 
The wound was excised, and he was given chloral hydrate 
g., tetanus antitoxin 20,000 I.U., and procaine penicillin 
300,000 units. A stomach-tube was inserted. During the 
initial phase of the general anesthesia for excision of his 
wound he had severe laryngeal spasms with cyanosis. From 
the beginning he had signs of pooling of secretions in the upper 
airway, he was very excitable, and convulsions were easily 
provoked, but his condition was satisfactory on chloral 
hydrate and barbiturates. Next day, however, despite heavy 
sedation, he had three severe and prolonged spasms with 
cyanosis. So he was given atropine 0-4 mg., thiopentone 
100 mg. + 100 mg. + 200 mg. and succinylcholine iodide 
(‘ Curacit ’) 30 mg. intravenously, and nitrous oxide and oxygen 
anesthesia, Immediately after oral intubation and aspiration 
of secretions it was easy to control ventilation. The boy was 
completely relaxed, and a high tracheotomy was done without 
haste. 

Fhe first twenty-four hours after the tracheotomy were 
stormy. The temperature rose to 104°F, and pulse-rate to 
120-140, but the blood-pressure remained normal. Despite 
large doses of pentobarbitone every two hours, and pethidine, 
he very often had incipient and easily provoked spasms, 
which were combated with intermittent N,O—O, anesthesia. 

Next day he became worse, his temperature rose to 107-3°F, 
his pulse became rapid and feeble, and general anesthesia had 
to be continuous. Secretions were steadily accumulating in 
spite of frequent aspiration, change of position, and lung 
physiotherapy. Effective postural drainage could not be 
maintained, We tried to cool him down with wet blankets and 
an electric fan, but without much success. Spasms became 
more frequent and somewhat more severe. He was now given 
d-tubocurarine every twenty minutes by permanent intra- 
venous drip, manual bag ventilation, and nitrous oxide. On 
May 16 he had d-tubocurarine injected sixty-nine times into 
the tubing of the continuous drip (a total dose of 417 mg.) 
but no sedatives. He had two blood-transfusions. His condi- 
tion improved. He was completely relaxed, warm, dry, and 
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well ventilated, and his temperature came down to 101°F. 
Secretions were still abundant, needing frequent aspiration. 

During the period of complete curarisation and light N,O—O, 
anesthesia without sedatives he seemed to be in deep coma. 
He looked totally unconscious, and it was hard to realise that 
this state of “ unconsciousness’”’ was only due to his complete 
inability to “‘ respond,” even the reflexes being abolished. 

During the next few days his condition was essentially 
unchanged. When he was given d-tubocurarine 6 mg. every 
twenty minutes, general anesthesia, and occasionally pento- 
barbitone, he could be kept free from spasms. His temperature 
remained high despite seemingly adequate antibiotic therapy 
and cooling. He now developed clinical and electrocardio- 
graphic signs of myocarditis, with inversion of all T-waves. 
He was often on the verge of shock, and blood-counts now 
showed severe leucopenia (1300-2400 leucocytes per c.mm., 
predominantly lymphocytes) and thrombocyte-counts as low 
as 10,000 per c.mm. Bone-marrow examination revealed 
that erythropoiesis was arrested. Yet in the peripheral blood 
erythrocyte-counts were kept up by frequent blood-trans- 
fusions. 

As the days went by, his tetanus gradually subsided. From 
May 29 d-tubocurarine and pentobarbitone could be com- 
pletely discontinued after gradual reduction. N,O-—O, anzs- 
thesia was still continued more or less intermittently to keep 
him fully relaxed and in between, when he was allowed to 
‘““emerge’”’ from anesthesia, spontaneous respiration was 
satisfactory and response adequate. The flow was 2-4 litres 
of the gas mixture according to his condition, but, whenever 
an attempt was made to pass from controlled to spontaneous 
respiration, the boy became apprehensive, cyanotic, and 
sweating. 

At this point, May 31, blood-culture revealed septicemia 
caused by Escherichia coli. Probably this generalised infection 
had been present for many days, favoured by the granulocyto- 
penia, and developing despite vigorous treatment with various 
antibiotics. Presumably it originated from the severe infection 
of the bronchial tree, where this organism had been found 
with Pseudomonas pyocyanea of a strain which proved resistant 
to all known antibiotics. The temperature remained high, and 
secretions were still copious and slightly bloodstained ; but 
there was no frank hemorrhage. Undoubtedly the severe 
myocarditis also stamped its mark on the clinical picture. 

On: June 1 general anesthesia was tentatively discontinued 
and manual bag ventilation with ordinary air, or at times 
pure oxygen, substituted. In between the boy still had mild 
seizures or twitchings. On June 7 the N,O—O, anesthesia was 
discontinued ; spontaneous respiration was now vigorous, 
and oxygenation seemed adequate with the patient in an 
oxygen tent. For the next twenty-four hours his condition 
was satisfactory on spontaneous respiration in the oxygen 
tent. His colour was good and thoracic excursions satisfactory. 
He was taken out of the oxygen tent apparently without harm 
and a silver cannula was substituted for the cuff-tube. Evi- 
dently no trace was now left of his tetanus, but his pyrexial 
septic state was unchanged. 

Next day cardiac failure developed, and he died the following 
morning four weeks after admission. The immediate cause of 
death was septicemia, granulocytopenia, and myocarditis, 
sequels to severe tetanus which had been successfully over- 
come. Pentobarbitone was suspected of being the cause of the 
clinical agranulocytosis. 

Laboratory Findings 

The serum-protein level gradually decreased from 6-2 g. 
per 100 ml. (albumin/globulin ratio 1) to 4-98 g. (4./G. ratio 
0-85). Liver-function tests were repeatedly normal. Anemia 
never developed, because of frequent blood-transfusions, but 
the white-cell count remained about 2000 per c.mm. with 
toxie granulocytosis,, relative lymphocytosis, and persistent 
thrombocytopenia (10-15,000 per c.mm.) Frequent deter- 
minations of pH, CO, tension, and oxygen saturation showed 
mostly normal values or slight, compensated respiratory 
acidosis. Serum K+, Na+, and Cl> were always within 
normal limits. Non-protein nitrogen values ranged between 
42 and 71 mg. per 100 ml. 

Radiography of the lungs was normal on seven occasions up 
to fifteen days after admission. On that day massive atelec- 
tasis of the right upper lobe was revealed which persisted more 
or less on five later examinations. 


Post-mortem Findings 


Shortly after death cultures were made from the blood in 
the heart and from the spleen, the lungs, and the brain. The 
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blood produced Ps. pyocyanea, the lungs proteus, Esch. coli, 
and Strep. fecalis, and the brain proteus and Strep. fecalis. 
In the lungs were found several small abscesses, dispersed 
pneumonic infiltrations, and scattered atelectases. There 
were severe tracheobronchitis and considerable hypertrophy 
of the left ventricle of the heart, with septal parietal throm- 
bosis. The myocardium showed diffuse degeneration, and the 
abdominal organs were the site of pronounced stasis. 

Histology.—Acute and subacute diffuse myocarditis with 
parietal thrombosis, multiple abscesses in the lungs with 
pneumonia and atelectatic foci, severe necrotic bronchitis, 
and slight parenchymatous degenerative changes of the 
kidneys were found. 


Cause of Death 

Tetanus was undoubtedly not the direct cause of death, 
because every vestige of it had disappeared days before the 
boy died. Death was due to myocarditis, granulocytopenia, 
and septicemia, The interrelationship of the causes of death 
is a matter of conjecture; but, since diphtheria can cause 
myocarditis, severe tetanus intoxication may possibly do the 
same. 


FOURTH CASE 


On June 16, 1954, a tractor driver, aged 50, was admitted 
with a diagnosis of bulbar paralysis (poliomyelitis ?). Eleven 
days earlier a tractor had run over his right foot, crushing the 
toes. When the wound was treated he was not given tetanus 
antitoxin. On June 14 he could not open his mouth very well, 
and next day he complained of backache and stiffness. 

On admission his general condition was good, His tempera- 
ture was 100-8°F. He had risus sardonicus, moderate trismus, 
general rigidity, and a suppurating paronychia on his right 
hallux. This was excised, and Clostridium tetani was cultured 
from it. 

Treatment and Progress 

He was immediately given tetanus antitoxin 20,000 I.vu. 
intravenously and penicillin. During the first two days he had 
no convulsions on moderate doses of sedatives, but on the 
second night he had three rather severe attacks of spasm and 
next morning a fulminant attack with deep cyanosis and a 
rapid feeble pulse, irregular at times. His tempreature was 
rising, and he could not keep his airway free. 

After premedication with thiopentone and curacit, N,O-—O, 
anesthesia was started and a high tracheotomy done with 
insertion of a wide rubber cuff-tube. After aspiration he could 
breathe spontaneously, but whenever lung physiotherapy 
had to be done because of pooling of secretions he had to have 
temporary N,O anesthesia. Fluids and electrolytes were given 
through an indwelling stomach-tube. In the next few days 
his condition was satisfactory on pentobarbitone every 
three hours, occasionally assisted respitation with N,O—O,, 
and frequent bronchial toilet. But his temperature steadily 
rose, and on the fourth day electrocardiography revealed 
myocarditis with supraventricular paroxysmal tachycardia 
(130). ‘ Cedilanid’ (lanatoside C) 4 ml.+4 ml. was given 
intravenously. From then on his respiration was easy to 
control and his temperature started to go down. With 
moderate sedation and occasional short periods of N,O 
anesthesia convulsions could be completely prevented. 

On the sixth day the blood-pressure rose to 170 mm. Hg 
and the temperature to 102-5°F and rigidity became more 
pronounced. Continuous N,O-O, anesthesia was now needed 
to avoid spasms. Since respiration was good, we let him 
breathe the N,O-—O, mixture spontaneously. He soon became 
hyperpneeic, sweating, and restless. When he was put back 
on atmospheric air, his blood-pressure rapidly dropped to 
125 mm. Hg and he became dry and relaxed. 

Why had the patient developed symptoms of hypercapnia 
while breathing spontaneously in the semi-closed system of 
the anzsthesia machine ? Because hypercapnia it was, since 
the sympt+ms were typical and immediately disappeared when 
he was put on room air. The two members of our team on 
duty reasoned quickly and logically that the only plausible 
explanation was deficient absorption of CO, in the system. 
Going through all details it was found that the soda-lime in 
the absorber had not been changed for more than four hours. 
Though this could not be directly substantiated, replacement 
of the soda-lime made it perfectly easy for the patient to keep 
up normal ventilation when breathing spontaneously in the 
machine. This little incidence is described only to illustrate 
one of the many episodes which may, and will, occur in the 
treatment of patients with faulty respiration. 
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Next day the patient’s temperature started to go down, 
convulsions were increasingly easy to keep under control with 
sedatives without the aid of N,O, the blood-pressure remained 
normal, and the general condition improved. On June 24 a 
silver cannula was substituted for the cuff-tube. Convulsions 
had then subsided, but there was still pronounced rigidity, 
and he could only open his mouth 1 or 2 cm. Two days later 
the silver cannula was removed, and from then on he made 
an uneventful recovery. He was discharged in good health 
four weeks later. 


Investigations 

The patient developed moderate anemia, and throughout 
the critical phase platelet-counts were persistently subnormal 
(64,000-122,000 per c.mm.). The white-cell counts were 
normal. As in the other patients, hypoproteinemia rapidly 
developed with inverse albumin/globulin ratio. The pH 
oxygen saturation and carbon-dioxide tension and serum Cl= 
and K+ were normal throughout. Blood-urea levels were 
slightly raised. 

Radiography on one occasion showed a small atelectasis, 
and electrocardiograms were not quite normal when he was 
discharged, the T-waves still being iso-electric. 


_ Comments 
When patient 1 had been successfully brought through 
his severe attack of tetanus, which undoubtedly would 


have killed him if treated along the conventional lines, 
we felt quite optimistic. The outcome seemed to prove 


. tetanus to be a self-limited bacterial intoxication which 


does not injure the central nervous system irreparably, 
once the patient can be tided over the immediate risk 
of suffocating through failure of respiration. 

After the recovery of patient 2 we were inclined to 
think that curarisation, tracheotomy, controlled ventila- 
tion, and general N,O-O, anesthesia could cure the 
severest case of tetanus. But the third case showed that 
we had been too confident ; for, although we cured the 
tetanus, the patient died of myocarditis, granulocyto- 
penia, and refractory septicemia. The complications of 
protracted severe tetanus are little known. Formerly such 
patients did not recover but died before late symptoms 
caused outside the central nervous system by the toxins 
produced by the tetanus bacilli could become manifest. 
Moreover secondary infection and harmful side-effects 
from the many powerful drugs used in high dosage 
during the long days of treatment must bear their share 
of responsibility for causing complications. 

Myocarditis developed in two patients, and granulo- 
cytopenia with thrombocytopenia also in two. In one the 
blood changes were transient, in the other they lasted 
till the end. Septicemia resistant to all known anti- 
biotics was present in one patient and probably the 
immediate cause of death. ; 

Of these dangerous complications it seems plausible to 
attribute mygcardial damage to the tetanus, but naturally 
the severe infection of the upper respiratory tract in all 
these patients also might damage the myocardium. 

Bone-marrow depression, with leucopenia, thrombo- 
cytopenia, and arrested erythropoiesis, might also be a 
sequel to protracted intoxication with the toxins produced 
by the tetanus bacilli. However, such a specific effect of 
tetanus toxin is unknown. On the other hand, we cannot 
be sure that the bone-marrow depression was not an 
allergic reaction to one or other of the drugs used. ‘In 
this respect pentobarbitone, phenobarbital, and perhaps 
chloral hydrate might be incriminated. 

The septicemia developed in patient 3 probably 
because the granulocytopenia lowered his resistance to 
infection of the upper respiratory tract. 


Summary 
A detailed account is given of the treatment of four 
cases of severe tetanus. This consisted in paralysing the 
patient with curare or with long-continued general 
anesthesia (N,O-O,), keeping up adequate ventilation 
with intratracheal positive-pressure respiration as in the 
1952 epidemic of poliomyelitis in Copenhagen. 
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Three patients completely recovered—one after being 
under complete general anesthesia for seventeen days. 
One patient died of myocarditis, granulocytopenia, and 
refractory septicemia after the disappearance of all 
symptoms of tetanus. 

REFERENCES 
Abate, L., Profazio, A. (1953) Oto-rino-laring. ital. p. 204. 
Bjerneboe, M., Ibsen, B., Johnsen, 8. (1953) Ugeskr, Lag. 115, 1535. 


Helsingen, N. jun., Kristensen, H. P. (1953) V'idsskr. norske Lage- 
foren. 73, 805. 
(1954) Haxcerpta med,., Amst. 8, 854. 
Lassen, H. C. A. (1953) Lancet, i, 37. 
Saint, BE. G., Joske, R. A., Stubbe, J. L. (1953) Med. J. Aust. i, 361. 
Shackleton, P. (1954) Lancet, ii, 155. 


ENCEPHALOMYELITIS ASSOCIATED WITH 
POLIOMYELITIS VIRUS 
AN OUTBREAK IN A NURSES’ HOME 


E. D. ACHESON 
M.A., B.M. Oxfd, M.R.C.P. 
LATE 


DEPUTY RESIDENT MEDICAL OFFICER, 


HOSPITAL, LONDON * 

In late summer, 1952, fourteen nurses resident at the 
Middlesex Hospital suffered from an infection of the 
central nervous system complicated by intense myalgia. 
This small outbreak is being published because of its 
unusual features and its resemblance to other atypical 
and problematical epidemics published in recent years 
from points as widely spaced as Iceland, Adelaide, 
Coventry, and New York (Sigurdsson et al. 1950, Pellew 
1951, Macrae and Galpine 1954, White and Burtch 1954). 


MIDDLESEX 


Epidemiology 

General Features 

The cases occurred between July 7 and Sept. 17, 
1952 (see figure). During June the incidence of polio- 
myelitis in the London area had been about average 
compared with that of the corresponding month in 
other years. No case of poliomyelitis or encephalo- 
myelitis had been nursed in the hospital in the previous 
month ; nor had any case of these diseases been notified 
from the adjacent boroughs. 


All fourteen cases occurred in females aged 19-32, 
average 22. (One patient had previously had mild 


paralytic poliomyelitis in 1947.) Nurses at all stages of 
training were affected, but no sister, no staff nurse, no 
patient, no member of the resident medical or domestic 
staff, and no member of the non-resident medical or 
administrative staff was affected. 

Of the nurses affected twelve had been resident 
at either the day or the night nurses’ home of the 
Middlesex Hospital during the previous 3 weeks. 
Kleven were day nurses, and three were night nurses 
who had eaten one meal a day prepared in the day 
nurses’ kitchen and dining-room, and were in contact 
with the day staff working on the same wards each 
morning and evening. One patient (case 5) had taken up 
residence at the day nurses’ home only 3 days before 
the onset of her illness, but in the previous 3 weeks 
she had spent 2 hours every week in one of the wards 
of the hospital, during which time she had been in 
contact with case 4. A further patient (case 2) was not 
resident at the day nurses’ home during the preceding 
3 weeks, but she ate her lunch there every day. 

* Present address: Central Medical Establishment, R.A.F., Kelvin 
House, Cleveland Street, London, W.1. 


CASE 








Case-to-case contact was traced in two instances and 
gave an indication of the incubation period : (1) case 10 
was in contact with case 7 18 days before the onset of 
neurological signs ; and (2) case 13 was in contact with 
case 11 17 days before she became ill. In both instances 
contact occurred at work on the ward. 

No connection was found between the first two patients, 
whose meningitic phase of illness presented on the same 
day. One was a junior day nurse working in the general 
hospital ; the other a senior night nurse in the private 
block. There was no social contact between them. 

To explain this apparent coincidence we must either 
assume (1) a missed case preceding these two cases, (2) 
two distinct external sources, or (3) a symptomless carrier 
or carriers already present within the community. Careful 
research, particularly among nurses recently returned 
from holiday, did not reveal a missed case; and the 
second possibility seems extremely unlikely. 


Mode of Spread 

The pattern of the epidemic (see figure), with its low 
initial case-rate, is against food or water as the source of 
infection. So is the fact that one patient did not eat in 
the common mess during the 3 weeks preceding her 
iliness. Furthermore, two completely different staffs 
of cooks prepared the day nurses and the night nurses’ 
food, thus making a urinary or feeal carrier in the 
kitchen responsible for all the cases highly unlikely. 
Such evidence as ‘there is suggests that the infection 
was spread by droplets. The two established instances 
of contact took place in the wards. The speed with which 
the outbreak spread throughout the hospital affecting 
nurses at all stages of training is evidence of a large 
number of intermediate carriers. 


Attack-rate 

The population at risk and therefore the attack-rate 
in a community such as a large general hospital are 
difficult to calculate. The population at risk may be 
deemed to include not only the staff resident in the 
nurses’ home but also the continually shifting population 
of patients with whom the nurses were in contact. 
Thus, in its broadest sense, the attack-rate is estimated 
at 0-25% ; restricting it to those resident in the nurses’ 
home it was 2:0%. 


Clinical Features 

The characteristic feature of this outbreak was the 
association of severe muscular pain, affecting the back, 
limbs, abdomen, and chest, with evidence of mild involve- 
ment of the central nervous system, in which the weight 
of the damage appeared to fall on the pyramidal tracts, 
the posterior columns, and the cranial nerves rather 
than on the anterior-horn cells. 
Type of Onset 

In most cases the symptoms appeared comparatively 
abruptly. In only one case was there a biphasic type 
of onset as seen sometimes in poliomyelitis. General 
malaise and headache were accompanied or followed by 
backache. In ten of the fourteen cases limb pain had been 
present for 1-4 days before the nurse reported sick, and 
four of the patients complained of stiff neck. Diarrhea 
had occurred in three cases, and vomiting in three others. 
Mild pyrexia was present at the onset in nine cases 
but rarely exceeded 100°F during the illness. Two of the 
patients never had any pyrexia. 
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twice because of doubt about date of onset.) 
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Muscle Pain and Paresis 

Nine of the fourteen patients had pain, tenderness, 
spasm, and paresis in the muscles of a limb or limbs, 
together with paresthesi# and hyperpathia, In seven 
these symptoms came on in the first week, but in the 
two others on the 13th and the 15th days. In one 
case the painful limbs occurred as a feature of a well- 
defined relapse with pyrexia and meningism, which 
started on the 14th day. 

The onset of symptoms in the affected limb was usually 
sudden. The patient complained of numbness, pain, and 
tingling in an arm or leg; the discomfort was always 
sufficiently severe to require full doses of analgesics 
for its relief. At the bedside any movement or handling 
of the limb was resented, and the patient usually could 
not bear the weight of the bed-clothes upon it. Muscular 
tenderness was a feature in every case except one. Skin 
soreness was present in five cases. Muscular spasm was 
a feature in five cases, and was severe in three of these. 
In case 14 the first few days of the disorder were punc- 
tuated by agonising attacks of cramp accompanied by 
severe nuscular spasms. These cramps eventually spread 
to the trunk and to the other limbs. In case 9 spasm 
of the abductor digiti minimi and the extensores digi- 
torum persisted for several days after the disappearance 
of the other symptoms. 

Because of pain the estimation of the degree of paresis 
and of reflex changes in the affected limbs was extremely 
difficult in the acute stage. Paresis was usually greatest 
in the distal muscle groups of a limb. It persisted for a 
few days after the disappearance of muscular tenderness, 
after which it recovered quickly. Only three of nine 
patients had slight (5-10%) but detectable weakness 
2-3 weeks after the onset. In five cases the deep reflexes 
in-the affected limb were exaggerated ; in one case they 
were normal; and in three cases they were depressed. 
In only one patient were the reflexes in the affected 
limb more depressed than in the other limbs. In five 
of nine cases the plantar response on the affected side 
was extensor. Severe discomfort usually persisted for 
4 or 5 days, after which it gradually diminished. 8 days 
after the onset it had usually disappeared, leaving a 
mildly paretic limb. In a further week all the symptoms, 
apart from aching after exertion, had disappeared. 

ain in the chest aggravated by breathing was a 
feature in five cases ; and abdominal pain in three cases. 
Paresthesie were almost invariable in the affected limb ; 
they consisted. of pins-and-needles, numbness, itching, 
and hot feelings. In all except one case there was an 
associated diminution of vibration sense, and in one of 
these there was also diminished position sense. 

In three cases in which an upper limb was affected the 
skin of the hand and forearm became shiny and slightly 
yellow within 2 or 3 days of the onset. In two of these 
there was also cedema of the fingers and hand. 


Brain-stem Signs 

Nystagmus was present in twelve of fourteen patients 
at some stage of their illness. Eight of these complained 
of double vision and three of them had definite ocular 
paresis. Additional brain-stem signs were present in 
three other patients. In cases 2 and 13 there was 
transitory difficulty in swallowing, with definite paresis 
of the soft palate, associated in case 13 with exaggeration 
of the jaw-jerk. In case 9 paresis of the right superior 
rectus and a feeling of irritation over both sides of the face, 
with an increased jaw-jerk, were followed by an episode of 
vertigo, vomiting, and deafness, with rotary nystagmus. 
Mild bilateral inner-ear deafness persisted for some weeks. 
Bladder Symptoms 

Either difficulty in micturition or incontinence was 
present in eight cases, and the retention of urine 
necessitated the use of either parasympathomimetic 
drugs or catheterisation in five of these. 
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Clinical Investigations , 

Lumbar puncture was performed in six of fourteen 
cases, on the 20th, 12th, 9th, 6th, 3rd, and Ist days of the 
disease. In all six cases the cerebrospinal fluid (c.s.F.) 
was normal, including the patient from whom polio- 
myelitis virus was isolated (see below). Neurological 
signs were already present in all the cases punctured. 
Blood-counts, estimations of erythrocyte-sedimentation 
rates, and Paul-Bunnell tests were made in six patients 
and were normal. 

Sequelz 

In seven of fourteen patients there were neither 
symptoms nor abnormal physical signs on discharge 
from hospital, which took place, on the average, about 
a month after onset. Mild pyramidal signs persisted 
in four of the remaining seven. Case 2 had no position 
or vibration sense in her right foot and an equivocal 
right plantar response (which was present unchanged a 
year later). Case 9 was discharged with mild bilateral 
inner-ear deafness ; and case 14 had an area of anesthesia 
to all forms of sensation on the left thigh, with much 
tenderness of the underlying quadriceps muscle. 

Excessive fatigue and intermittent backache were 
present in several cases for 3 or 4 months after return 
to nursing duties. As there were no objective signs, the 
significance of these symptoms was difficult to assess. 


Representative Case-reports 


Case 2,—Nurse A., aged 21, on July 12 complained of 
headache and malaise, cramps in the legs, gripping pain in 
the abdomen, and backache since the previous night. She 
had no vomiting, diarrhoea, or sore throat. 

Examination.—Temperature 100°F. She looked ill. There 
was pain on deviating the eyes, and a fine horizontal and 
vertical nystagmus. Minimal neck stiffness was noted. 

Course.—On July 13 she had severe headache, pains down 
the right side of the body, pins-and-needles in the right 
hand, and twitching of the right leg. During the day she 
developed difficulty in micturition, followed by the sensation 
that “things were sticking’’ in her throat, and respiratory 
distress. She became drowsy and euphoric, and meningism 
was more marked, but her temperature became normal, 
She had nystagmus on looking to the right, poor movement 
of the soft palate, much tenderness in the muscles of the 
right upper and lower limbs, mild paresis of the right shoulder 
muscles, and moderate paresis of the flexors and extensors 
of the hand and of the dorsiflexors and plantar-flexors of the 
right foot. The left side of the chest moved extremely poorly, 
and although the patient was not yet using her accessory 
muscles she was taking about 3 breaths for each sentence. 
All the deep reflexes were depressed, the left more than the 
right. The right plantar response was extensor, She was 
transferred to a Drinker’s respirator, but was so much better 
next morning that at 5 P.M. she was put back to bed. In 
the next few days the deep reflexes of the right upper and 
lower limbs beeame exaggerated. 

From this stage her recovery was uneventful, except that 
on July 17 she developed diplopia on looking downwards 
and to the right, and later she was found to have diminished 
vibration sense in the right hand and foot, with absent 
position sense in the right great toe. Lumbar puncture was 
not performed. 

Sequele.—She was discharged on Aug. 7 with numbness 
and slight weakness of the right foot, no position and vibration 
sense in the right great toe, minimal weakness of eversion 
of the right foot, and an extensor right plantar response. 
These signs remained unaltered a year later. 


Case 9.—Nurse B., aged 20, reported sick on Aug. 15 with 
severe pain in the left leg for 3 days and backache for 1 day. 
Her head and eyes ached slightly. She had no sore throat, 
nausea, vomiting, or diarrhoea, On the previous day she had 
played tennis. 

Examination.—She was afebrile, restless, and obviously in 
great pain. There were no signs of meningism. ‘The jaw-jerk 
was increased. There was slight weakness of muscles acting 
on the left hip, with muscular tenderness. The deep reflexes 
were all exaggerated, the left more than the right, except 
for the right triceps-jerk, which was depressed; the left 
plantar response was extensor. 
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Course.—In the next 4 days she remained afebrile but 
developed slight neck stiffness. On Aug. 16 there were signs 
of brain-stem involvement, with diplopia on looking upwards, 
paresis of the right superior rectus, marked nystagmus, and 
irritation over both sides of the face. On the 18th she 
developed pain, tenderness, and moderate paresis of the 
museles of the left arm and hand, especially distally, and 
diminished vibration sense in tho left arm and leg. The skin 
of the left hand was shiny and slightly discoloured with a faint 
yellowish tinge. Transitory pitting cedema of the back of 
the hand was observed. On Aug. 20 she complained of 
vertigo and began to vomit. She had severe rotary uystag- 
mus, which passed off by the 22nd but was followed by 
bilateral deafness. By the 26th there was already consider- 
able improvement, but there was still moderate paresis of 
the left arm, with severe spasm of the extensors of the fingers 
and diminution to all forms of sensation in the left little 
finger. Apart from mild bilateral inner-ear deafness (not 
present 6 months later) subsequent recovery was uneventful. 

Investigations.—Lumbar puncture on Aug. 24 showed normal 


c.s.F, Type-3 poliomyelitis virus was isolated from the 
feces. 
Case 10.—Nurse C., aged 27, reported sick on Aug. 21 


complaining of aching all over, particularly at the bottom of 
the back and in the left leg, pins-and-needles in the right 
arm, headache, and general malaise for 1 day. She had no 
vomiting, diarrhoea, or sore throat. 

Examination.—Temperature 99-0°F. She looked ill. There 
was no meningism, but there was definite tenderness in the 
neck, diffusely over the back, and in the left quadriceps. The 
deep reflexes were depressed and the plantar responses flexor. 
On Aug. 24 her temperature was 100°F, She had diplopia 
on looking to the right and upwards, and hystagmus on lateral 
deviation of the eyes. Diminished vibration sense was 
detected in the right arm. On the 25th there was still very 
marked tenderness of skin and muscles in the back. On the 
28th she had hot feelings in both arms and itchiness between 
the shoulder blades. There was no objective sensory distur- 
bance. Severe back pain continued until Sept. 4, when it 
began to decrease, and subsequent recovery was uneventful. 

Lumbar puncture on Aug. 24 revealed no abnormality. 

Case 13.—Nurse D., aged 23, reported sick on Sept. 7, 
feeling ill, with a sore throat and headache for 1 day, and 
drowsiness, tingling in the arms, and pain in the back for a 
few hours. 

Examination.—She looked ill, was afebrile, and had definite 
meningism, with photophobia. There was pain on turning 
the eyes, with nystagmus. Her palate deviated slightly to 
the right. Muscular tenderness was present in the left 
peronei. All reflexes were depressed, and the plantar responses 
were flexor. 

Course,—-On Sept. 9 she developed difficulty in swallowing, 
with exaggerated jaw-jerk, increase in the paresis of her 
palate, and retention of urine. On the 10th she had severe 
pain round the lower ribs, with pins-and-needles and subjective 
numbness in all four limbs. On the 13th she had pain, 
numbness, and weakness in the right arm, with depressed 
reflexes, The skin of the hand was shiny and slightly dis- 
coloured. On the 16th she began to improve, and subsequently 
she made an uneventful recovery. 

Investigations.—Lumbar puncture on Sept. 8 revealed no 
abnormality. A blood-count on Sept. 11 showed white cells 
10,900 per c.mm. (differential count normal). 


Virology 

Virological examinations were made at the Virus 
Reference Laboratory, Colindale. Specimens of feces had 
been collected from three patients during the second 
week of their illness and from one suspect. 10% or 20% 
suspensions were tested for poliomyelitis virus by intra- 
cerebral inoculation of monkeys and by inoculation into 
tissue-cultures of monkey testicle and monkey kidney. 
From one specimen (case 9) a virus was isolated which was 
identified as type-3 poliomyelitis (Goffe 1953). The 
same suspensions were inoculated intraperitoneally 


into litters of suckling mice to test for the presence of 
Coxsackie viruses. All were negative. 

Specimens of serum from eight patients were examined 
for complement-fixing antibodies to lymphocytic-chorio- 
meningitis virus and for leptospiral agglutinins, all 
of which were negative, and for mumps antibodies. 
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Two patients had antibodies against mumps with titres 
suggesting remote rather than recent infection. 

Tests for poliomyelitis antibodies in these eight cases 
were rendered difficult by the unsatisfactory nature of the 
sera, most of which were anticomplementary. In view of 
the long persistence of neutralising antibodies after 
infection with poliomyelitis virus (Winsser and Sabin 
1952), it was decided in the spring of 1954 to collect fresh 
samples of serum from as many of the patients as possible, 
to test these for neutralisation of type-3 poliomyelitis 
virus in tissue-culture, and to compare this group with 
another group of nurses of comparable age who had joined 
the staff subsequent to the epidemic. At the same time, 
as many of the earlier samples of serum from the patients 
as were available and suitable were also tested. The 
neutralisation tests were made in suspensions of HeLa 
cells with 100 doses of virus. With the specimens collected 
18-20 months after the epidemic, seven of thirteen patients 
showed neutralising antibody at an original dilution 
of 1/4 or greater, and four of twelve ‘“ controls’? had 
antibody detectable at the same level. Of ten patients 
from whom serum was collected either once or twice 
during the course of illness seven showed antibody against 
type-3 poliomyelitis virus; four of these showed rises 
in titre late in the disease, suggesting that their initial 
illness may not have been related to this virus; and 
three had titres which were the same at the end of the 
first week as in convalescence, the usual finding in polio- 
myelitis. The three patients from whom multiple 
specimens of serum were taken and who never showed 
antibody detectable at the level used in the tests included 
the patient from whom the type-3 poliomyelitis virus was 
isolated and two others from whose feeces no virus was 
isolated. 

Discussion 

The nature of the epidemic rests on evidence of three 
kinds—the clinical pattern, the epidemiology, and the 
results of the virus studies. 


Clinical Pattern 

At the beginning of the outbreak there seemed no 
reason to doubt that we were dealing with poliomyelitis, 
and for this reason lumbar puncture was not done in the 
early cases. However, as the outbreak developed, it 
became clear from the atypical clinical features that 
this was either a most unusual form of poliomyelitis 
or an infection with some other organism—e.g., Coxsackie 
virus. 

In the first place, prodromal symptoms were short- 
lived and inconspicuous. Secondly, fever was milder 
than is usual in paralytic poliomyelitis, and in two cases 
it was absent throughout the illness. Fresh symptoms 
continued to appear over a longer period than is usual 
in poliomyelitis : in five cases neurological signs indica- 
ting spread of the disease were still appearing in the 
second week of the major illness. Although pain and 
muscle tenderness were such striking features, only three 
patients had depressed or absent reflexes in the affected 
limbs, and none had residual flaccid paralysis. Muscle 
pain of this severity is met with in poliomyelitis but is 
rarely persistent and then is usually a prelude to paralysis 
(Russell 1952). Extensor plantar responses, found in 
eight of fourteen cases and still present in two on dis- 
charge from hospital, are rarely seen in poliomyelitis 
except in the fully developed myelitic form. 

Bladder symptoms occurred in more than half our 
patients, whereas its incidence in poliomyelitis varies 
from 8% (Valk 1948) to 15% (Toomey 1932). In typical 
poliomyelitis, although the incidence increases with 
age (Weatherly and Steigman 1953), bladder symptoms 
usually occur in conjunction with severe flaccid paralysis 
of the.lower limbs, which was absent in the present cases. 
Paresthesis were prominent, and in a few instances 
there was objective sensory loss. Finally, in the six 
patients in whom the C.s.F. was examined no abnormality 
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was found, whereas in poliomyelitis it is abnormal in 
85-95% of cases (Meals and Bower 1932, Smith et al. 
1953). 

Although none of these points is incompatible with the 
diagnosis of poliomyelitis, taken together they were 
thought to weigh so heavily against the diagnosis of 
poliomyelitis that the notifications were stopped, and 
those préviously made were withdrawn. 

Some of the clinical features of the outbreak suggested 
epidemic myalgia (Bornholm disease) rather than 
poliomyelitis. For example, a high proportion of our 
patients complained of trunk pain, and five of fourteen 
had pleurodynia. However, involvement of the paren- 
chyma of the nervous system (as occurred in our patients) 
has rarely been substantiated in man in Coxsackie 
infections, although it is known to oceur in suckling 
mice infected with Coxsackie virus ‘ B’ (Dalldorf 1952). 
In those cases in which neurological complications of 
Coxsackie infection have been reported there has been 
little or no objective evidence of an encephalitis as 
opposed to a meningitis (Howard et al. 1943, McConnell 
1945, Galpine and Macrae 1953). Exceptions are a single 
case of Howard’s (1943) in which transient bilateral 
extensor plantar responses were noted and two cases in 
children (Disney et al. 1953). Benign aseptic meningitis, 
on the other hand, which was absent from the present 
cases, is a recognised complication of Bornholm disease 
(Warin et al. 1953). 

Epidemiology 

From the epidemiological point of view the outbreak 
was consistent with a diagnosis of poliomyelitis. It 
occurred in summer, although in a month in which this 
disease was not apparent in the immediate vicinity 
of the hospital. The attack-rate, although high, was no 
higher than has sometimes been found in small semi- 
closed communities (Gale 1951). The cases were con- 
eentrated among the trainee rather than among the 
older fully trained nurses. The incubation period here 
(17-18 days) is compatible with poliomyelitis (Horstmann 
and Paul 1947). 


Virology 

The virological evidence does not point unequivocally 
to type-3 poliomyelitis in an etiological réle in the present 
cases. It is known that asymptomatic infection takes 
place frequently in family and in household contacts 
of patients with poliomyelitis and less frequently in 
non-contacts during a period of prevalence (World 
Health Organisation 1954). Type-3 virus was isolated 
from two outbreaks of typical poliomyelitis in July, 1952, 
and October, 1952, in semi-closed communities close 
to London (unpublished studies) and may therefore 
be assumed to have been at least more prevalent than 
usual. Possibly the isolation of virus from the one case 
may have been fortuitous, but the chances of finding 
virus in one out of four random samples would be very 
low. The serological evidence rather suggests an increased 
prevalence of type-3 poliomyelitis infection among the 
cases in September. It was unfortunate that the state 
of the sera collected during the illness and early in 
convalescence did not permit the more extensive examina- 
tion necessary to elicit the characteristic serological 
pattern of poliomyelitis. 

Tests for infection with the Coxsackie groups, mumps, 
and lymphocytic-choriomeningitis viruses, as well as 
leptospire, were negative. The possibility remains that 
an unidentifiable agent was responsible. 

The Literature 

I had little difficulty in finding published instances 
where the poliomyelitis virus had been responsible for an 
atypical clinical picture in which the weight of thée’damage 
had fallen on other areas of the nervous system than the 
anterior horn (Kelleher et al. 1949, Barrett et al. 1952). 
Many outbreaks of atypical epidemic myalgia with 














ARTICLES 


[Nov. 20, 1954 1047 


coincidental meningitis (McConnell 1945, Warin et al. 
1953) have also been reported. But in none of these 
was the severity of the disorder, the c.s.r. findings, or 
the general clinical picture like those in the present cases. 

Four outbreaks in 1949-53, however, from widely 
separated localities and with similarities to that reported 
here, have been published (Sigurdsson et al. 1950, 
Pellew 1951, Macrae and Galpine 1954, White and Burtch 
1954). Two of these epidemics were extensive, involving 
several hundred cases each ; a third, like ours, occurred 
in @ nurses’ home. All were similar in that they either 
occurred when poliomyelitis was prevalent in the area or 
followed the admission of typical poliomyelitis cases to 
the same hospital. The attack-rate was high in the two 
small British outbreaks, and in the Icelandic epidemic it 
was as high as 6-7 cases per 100. No morbidity figures 
are given in the Australian or American reports. In all 
of them the first cases were diagnosed as atypical 
poliomyelitis, and it was only when the group was 
viewed as a whole that the over-all clinical picture was 
seen to make this diagnosis improbable. In all of them 
the disease was mild, .-with a surprising absence of 
mortality or serious paretic sequela. Other similarities 
were the prominence of sensory phenomena and of 
muscle pain and tenderness disproportionate to the 
degree of paralysis. Pyrexia was less pronounced, and 
the clinical course more prolonged, than in poliomyelitis, 
and bladder symptoms were unusually prominent in the 
Australian and British outbreaks. Most striking of all 
was the absence of changes in the ¢.s.F. in the Australian 
and two’ British outbreaks in spite of the fact that signs 
of meningism were generally present. In the New York 
epidemic ¢.s.F. changes were also rare; an abnoriaal 
number of cells was found in only 2 out of 11 cases 
examined. The final important common factor was the 
difficulty in isolating any causal agent. 

The major differences were the occurrence of pyramidal 
signs in our cases alone (although there is a suggestion of 
these in the Coventry outbreak), the presence of C.s.F, 
changes in the Icelandic epidemic in the small proportion 
lumbar-punctured, and the absence of mental symptoms 
in convalescence in our series. 

The relation of these outbreaks to the poliomyelitis 
virus remains problematical. It is striking that, although 
virological studies were undertaken in all these out- 
breaks, the poliomyelitis virus was isolated in one case 
only (case 4 of the present series). The Coxsackie virus 
was not found. The consensus of opinion of the authors 
has been that these outbreaks have been due either to 
‘‘a@ mutational strain’’ of poliomyelitis virus (Pellew 
1951) or to a new neurotropic agent. In the Coventry 
series the laboratory evidence was felt to exclude polio- 
myelitis. White and Burtch felt that they were dealing 
with a new entity for*which they suggested the name 
‘** Iceland disease.” 

If the view be taken that the cases reported here were 
due to poliomyelitis, they confirm the widely held opinion 
that the characteristics of this disorder are changing. 
An alternative view is that they were due to a neuro 
tropic agent or agents epidemiologically linked with 
poliomyelitis but less virulent and requiring different 
methods of isolation. 

Summary 

Fourteen cases of encephalomyelitis in a nurses’ home 
are described. The characteristic features were severe 
muscular pain, neck stiffness, diffuse mild involvement 
of the central nervous system, and a normal cerebrospinal 
fluid. : 

Type-3 poliomyelitis virus was isolated from the stools 
of one patient. 

The cases are compared with typical poliomyelitis and 
epidemic myalgia. 

The resemblance between the cases reported here and 
those of four recent atypical outbreaks is noted. 
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If these cases were due to infection with the polio- 
myelitis virus, the criteria on which this diagnosis is 
made will have to be revised. 

I am grateful to Dr. F. O. McCallum and the staff of the 
Virus Reference Laboratory, Colindale, for the virological 
studies, and in particular to Dr. A. P. Goffe for the tissue- 
culture work and for comments on the significance of the 
results. Also to Dr. D. McAlpine and Dr. M. Kremer for 
criticism and advice, and to Dr. H. Yellowlees for permission 
to publish details of cases under his care. 
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To sniff, snivel, sniffle, or snuffle : the nuances of these 
delightfully onomatopwie words are interesting though 
hardly important. They derive¢from the Old English 
snofl (mucus), from which comes also the term ‘* snuffles,”’ 
customarily used to describe nasal obstruction or dis- 
charge in infants. Three of four medical dictionaries 
consulted state that snuffles is often or generally due to 
congenital syphilis; none of the standard otolaryngo- 
logical or pediatric works which we have consulted gives 
any indication that non-syphilitic snuffles is common ; 
and in even the most recent papers on neonatal infection 
non-syphilitic snuffles, if mentioned at all, receives very 
scant notice. We show here that snuffles, though now- 
adays very rarely due to syphilis, is a relatively common 
condition, with potential dangers and sequel. 

One of the largest groups of patients who throng 
pxdiatric outpatient clinics is made up of children with 
some form of chronic respiratory disorder. Surprisingly 
often the mother affirms that it started with snuffles 
soon after birth, and, with variations and remissions, 
has persisted since. Following up this possible clue a 
retrospective study was made of infants and children 
who were alleged by the mother to have had snuffles 
in the neonatal period. When, however, the neonatal 
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medical records of these children were searched, to confirm 
or disprove the alleged relationship, the notes were 
disappointingly meagre and the results of little value. 
This paper is mainly concerned with the subsequent 
antespective * study of snuffles in babies who were seen 
during the neonatal period and continued under observa- 
tion, as a rule, until all abnormal signs had disappeared. 
The criterion for inclusion was the development of 
snuffies during the first month of life in babies observed 
by one or more of us; many similar cases with snuffles 
developing later in infancy were also encountered, but 
these added nothing further to the picture and are not { 
included in this report. 





Investigation 


The bulk of the cases—87 out of a total of 99—were 
obtained from four separate maternity units, selected to 
cover a varied range of hospital midwifery practice. The 
staff at these four units were asked specially to note and 
report any baby who was snuffly. 

Customarily babies are discharged home from these units 
between the twelfth and fourteenth day after birth, and 
consequently babies developing snuffles during the first month 
of life, but after discharge home, are not included in the 
survey. 

Unit A is a 50-bed teaching hospital ; unit B consists of 56 
maternity beds in a 640-bed non-teaching hospital; unit C 
is a 30-bed rural maternity unit in which 24 of the beds are 
under the care of an obstetrical supervising officer, the 
remainder being general-practitioner beds; and unit D is a 
20-bed general-practitioner maternity hospital. 

At unit A a follow-up system for babies is practised. From 
this hospital infants with snuffles developing in the neonatal 
period were seen at 6-7 weeks of age and again subsequently 
if the snuffles persisted ; 38 of the 48 infants affected continued 
to be seen until the snuffles cleared up. Patients with snuffles 
from the remaining three units were not followed up routinely, 
but if the condition persisted they were seen in consultation 
after we had made inquiries from their parents and doctors. 


An additional small number of babies with snuffles (12 
of the total of 99) were not born in the maternity units 
described, but in some other hospital or at home. They 
were seen during the first month of life in consultation 
with the family doctor, who asked for a second opinion 
because of snuffles or its complications. As compared with 
the previous group, in which many cases of snuffles were 
so mild that a consultant opinion, or indeed any medical 
opinion, would not have been sought, the 12 cases forming 
this group quite clearly contained an undue proportion 
of seriously ill babies. They must have been, in fact, the 
worst cases from an indeterminate but large infant 
population. They remained under observation at least 
until the snuffles cleared up. 


NATURAL HISTORY 
Ineidence 
At the four maternity units there were 3333 live births 
during the period of observation. In 87 of these babies 
snuffies was observed (see table)—an incidence of approxi- 
mately 1 in 40 (2.6%, ranging between 4-:9% and 0-7%). 
The following account is based on 99 cases, 


Mode of Presentation and Characteristics 

In most of the infants there was a ‘‘ watery ’’ nasal 
discharge at the onset, and many were said to have been 
‘born with a cold”’ so that feeding was often slow. In 
a few of these the discharge later became thick and 
purulent with consequent, and almost complete, obstruc- 
tion to nasal respiration ; though in some instances the 
discharge was purulent from the start. In a small propor- 
tion the nose was “ blocked ’’ at first, with consequent 
snorting and hissing breathing, though a frank discharge 
did not develop until later. One baby was referred with 
convulsions ; they occurred at a few days of age when a 





rs Anicapective is need as an antonym to ° setronpactive »*» (see 
Husted, J. Lancet, Oct. 9, 1954, p. 759). 
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INCIDENCE OF LIVE BIRTHS AND SNUFFLES AT FOUR MATERNITY 
UNITS 


| 


Period Live births | 


Ini " : _ | Infants with 
Unit} years) | snuffles 
Male | Female Total 
A 1 (1952) 490 | 493 983 48 (4:9%) 
B 1(1951) | 411 | 347 758 | 8 (1:1%) 
} | 
Cc 2 (1951-52) 169 187 356 12 (3-4%) 
184 191 375 | 11 (29%) 
dD 2 (1951-52) 221 189 410 5 (1:2%) 
| 235 216 451 3 (0 7%) 
Total i 1710 1623 3333 87 (2°6%) 


watery nasal discharge, which had been present since 
birth, became purulent. In 4 patients there was an acute 
pulmonary infection or partial pulmonary collapse, 
which was found at the first examination, and which had 
been preceded by a watery or purulent nasal discharge. 
In 3 other infants the discharge was intermittently 
mixed with blood for a few days only, and in another a 
bloodstained discharge recurred at intervals for three 
years. 


Day of Onset and Duration 

In the large majority of cases snuffles began between 
the second and twelfth days of life. It was a transient 
condition, lasting as a rule between two and seven days, 
but in a few infants it lasted for fourteen days or longer. 
If snuffles still persisted on the day of the baby’s discharge 
from hospital (usually the twelfth to fourteenth day) it 
was liable to continue for a period ranging up to several 
months. In very few did it persist after this time. In 2 
children, however, snuffles was still present at the age 
of 2'/, years. 





COMPLICATIONS AND SEQUEL 
Feeding Difficulties 

As might be expected in infants with nasal obstruction, 
feeding difficulties were observed. These occurred in a 
third of the pitients, though the difficulty was usually 
mild. With few exceptions, general nutrition and develop- 
ment suffered little or not at all. 

Upper Respiratory Disorders 

A serious event was the occurrence of what has been 
expressively termed ‘‘ suffocative rhinitis’? (Svennerfors 
1951). 1t was encountered 4 times in the neonatal period. 
In this condition the nostrils (one of which may be 
affected alone or before the other) become completely 
obstructed by thick tenacious exudate; the nose may 
be red and cdematous, the lower eyelids puffy, the 
temperature raised, and the infant seriously ill. 

Stridor occurred in some infants with snuffles; it 
Was not what has been termed “ nasal stridor,’ but was 
produced in the larynx and evidently caused by the same 
process as were the inflammatory changes in the nasal 
mucous membrane (Apley 1953). 

Persistent mouth-breathing was common. It is well 
recognised that nasal breathing may be adequate even 
though the mouth is open. In this series mouth-breathing 
Was diagnosed if, on closing the child’s open mouth, there 
Was respiratory distress and a struggle for breath ; or, 
in milder cases, if the nostrils dilated widely and relaxed 
again as soon as the mouth was allowed to open. 

Wright (1922) pointed out that with partial nasal 
obstruction nasal deformities occur ; the nose becomes 
narrow, the ale nasz may be collapsed and the septum 
deflected. In some of the children aged more than a 
year in our preliminary retrospective series a characteristic 
appearance was produced by narrowing and under- 
development of the nostrils, often with a depressed 
broad base of the nose, and puffiness of the lower eyelids 
during acute exacerbations. In these children chronic 
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sinus infection was common, and in 4 patients middle- 
ear infection had occurred. 
Pulmonary Disorders 

From the preliminary retrospective series we formed 
the tentative impression that the incidence of pulmonary 
complications was high. This impression was strength- 
ened in the small but obviously selected group of 12 
infants in the antespective series, seen for the first time in 
consultation ; but it was not confirmed in the larger and 
unselected antespective hospital series. 

Among the group of 12 infants 3 died with severe 
pulmonary infection; in 2 others bronchopneumonia 
occurred ; and in | there was persistent collapse of one 
lobe. One patient who died had fibrocystic disease of the 
pancreas, a disorder in which Bodian (1952) has also 
described the association with snuffles. In none of the 
hospital series, however, was a serious pulmonary 
complication met. 

Chest-wall Deformity 

Although not observed in our antespective study, 
Harrison’s suleus was seen in some children in the 
retrospective series; and 1 child had a very severe 
deformity with a deep sulcus, bulging sternum, and 
splaying of the lower ribs. 


XTIOLOGY 

Some etiological factors that might be associated with 
snuffles were investigated. The following is a summary 
of this investigation derived only from the 87 infants 
with snuffles born in hospital. 

Sex and Birth-weight 

In accordance with the well-known sex ratio at birth, 
a greater number of boys than girls came under observa- 
tion. If the sex had no influence on the incidence of 
snuffles one would expect a slightly greater number of 
boys than girls to be affected, the proportions being 
roughly those of the sex ratio. This, however, was not 
the case in our saraple. It was found that of 87 infants 
with snuffles, 49 were girls and 38 were boys. Statistically 
this difference appears to be significant. 

The birth-weight distribution of infants with snuffles 
was not significantly different from that of unaffected 
babies. . 

Seasonal Incidence 

The monthly incidence of snuffles did not show any 
significant seasonal variation. In one month during our 
investigation there was, however, an appreciable rise in 
the incidence of snuffles in one of the four units. 
Non-infectious Causes 

No case of choanal atresia was seen ; in doubtful cases 
the anomaly was excluded by the passage of a nasal 
catheter. The possibility of an intranasal foreign body 
(such as cotton-wool) Was not confirmed in any case. 

In a few instances in this series medical or suryical 
induction had preceded labour ; in a few there had been 
a difficult labour ; and several infants were described as 
‘“mucousy’”’ at birth. It is, however, no more than 
guess-work to suggest that these untoward events may 
have caused the inhalation of irritative substances during 
birth, and so predisposed to snuffles. 

In a few infants the nasal secretions were examined 
for eosinophils, but none were found. 

Infectious Causes 

In several infants the tentative diagnosis of congenital 
syphilis had been suggested before we saw them, but this 
diagnosis was not confirmed in any. Furthermore the 
presumption that persistence of the nasal discharge, or 
staining with blood, is diagnostic of syphilis also proved 
incorrect. 

Other infections considered were diphtheria and 
gonorrhea (especially in infants with the simultaneous 
occurrence of conjunctivitis), but neither of these occurred 
in the present series. 
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In some patients there was a possibility that trauma 
of the nasal mucosa might have predisposed to infection. 
Thus, in 1 infant, nasal catheterisation had been done 
before the nasal discharge commenced ; and in 2 vomiting 
had occurred through the nose. 

Associated Infective Conditions 

Of 71 infants with snuffles at two of the hospitals, 
chosen for convenience, 23 (32%) also had conjunctivitis. 
There appears to be a significant association between 
snuffles and conjunctivitis, because, over the same period 
in these two hospitals, the incidence of conjunctivitis in 
babies without snuffles was less than a quarter of this 
figure. We found no other infective condition (e.g., of 
skin) which had a higher incidence among the babies 
with snuffles than among unselected babies. 

Other Factors 

There was no clear relationship between maternal 
infection and snuffles, though the association was 
observed in a few instances. The incidence of snufiles 
was not apparently related to the length of time between 
the rupture of the membranes and the birth of the baby. 
Common natal and postnatal abnormalities in the new- 
born had no apparent connection with the development 
of snuffles. There was no evident relationship with breast 
or artificial feeding. 

Bacteriology 

As a check on our babies with snuffles a small bacterio- 
logical study was made of unaffected babies born in 
unit A. Many of the nasal swabs were sterile in the first 
few days of life, though in some the usual varieties of 
nasal commensals were isolated ; after the fourth and 
fifth day of life coagulase-positive Staphylococcus aureus 
predominated. Nasal swabs taken from a large proportion 
of the babies with snuffles yielded organisms essentially 
similar to those isolated from the control series, coagulase- 
positive Staph. aureus again being the predominant 
organism. In many of the cases of snuffles, however, no 
organism could be demonstrated on routine examination 
and culture. 

Discussion 
Attiology 

The most obvious possibility is that snuffles may be 
due to infection, but in most cases the evidence for this 
is quite unconvincing. Thus very occasionally in our 
series an infection in the mother coincided with snuffles 
in her baby, but such a relationship was infrequent. 
Further, we could find no correlation between infantile 
snuffies and delay in birth after rupture of the membranes. 
Again, in those infants in whom snuffles and conjunctivitis 
developed more or less simultaneously the only organisms 
isolated were the usual, presumably harmless, commen- 
sals. The small bacteriological investigation established 
only that coagulase-positive Staph. aureus was predomi- 
nant alike in infants with and without snuffles ; this is in 
keeping with the work of Forfar et al. (1953), who found 
Staph. aureus in 91 of 100 consecutive swabs from skin 
or eye infections in newborn babies. 

We have not examined the possibility of virus infection 
as a cause of snuffles; nor, as far as we are aware, has 


this possibility been investigated elsewhere. Broadly 
speaking, however, the evidence summarised above 


applies equally to bacterial and virus infections and 
appears to be strongly against both in the majority of 
cases. In one small group, however, virus infection 
appeared likely. During the two years of our investiga- 
tion the incidence of snuffles was maintained at a more 
or less steady level. But for one month (November), at 
one unit, there was a distinct increase in incidence (of 
the order of nearly 50%). This coincided with an out- 
break of coryaa among the nursing staff, and we presume 
that this temporary and otherwise unexplained increase 
of snuffles was due to the same infection. 

Moncrieff (1953) has emphasised that, because of ‘‘ the 
different pattern of disease in infancy ”’ (Spence 1941), 
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coryza in babies rarely presents with snuffles and anterior- 
nasal discharge. We consider that the converse is also 
true—i.e., that in only a small proportion of infants is 
snuffles due to coryza. 

We know of no facts to support the suggestion that 
allergy may play a part in causing snuffles. In a few of our 
infants with snuffles the nasal discharge was examined 
for eosinophils, but none were found. From the rather 
meagre evidence there is nothing to support the possibility 
of allergy as a cause. 

We conclude that infection is an uncommon cause of 
snuffies, and that there is a basic incidence of snuffles for 
which no cause, infectious or otherwise, has been demon- 
strated. In some newborn infants a large amount of 
mucus which is apparently unusually viscid is found in 
the upper respiratory passages, and may be difficult for 
the midwife or doctor to remove. The possibility that 
variations in the amount or properties of infantile mucous 
secretions may play a part in the etiology of snuffles calls 
for investigation. 

Prognosis 

The prognosis of snuffles is normally good ; but in a 
few patients respiratory disorders continue into later 
childhood, and we have the impression that children with 
snuffies have an increased liability to pulmonary dis- 
orders. It may also be that snuffles is associated with a 
high incidence of recurrent upper-respiratory infections, 
often with adenoid enlargement, later in childhood. 
Possibly a vicious circle is set up: the snuffles engenders 
mouth-breathing which may lead to adenoid enlargement, 
and so to continuation of the mouth-breathing habit. 

Most of the sequele in our series occurred im the 
infants with snuffles born at home, and not among those 
born in hospital. Presumably, therefore, early treatment 
improves the prognosis. 

Treatment 

Treatment of snuffles is important in view of its 
occasional persistence and the possibility of complications 
and sequel. 

Of the infants with this disorder who were seen by us 
some had either received no treatment at all ; others had 
been treated by persistent use of nasal drops, which may 
convert a simple rhinitis into ‘‘ rhinitis medicamentosa.”’ 
We consider that the essential of treatment is to maintain 
the patency of the airway. We endeavour to re-establish 
the habit of nasal breathing, if it has been lost, by show- 
ing the mother how to hold her baby’s mouth closed, 
encouraging her to do this as often as possible and for 
increasingly long periods. At first, in early cases, the 
baby struggles for breath, but, with patience and per- 
sistence on the mother’s part, it breathes through the 
nose for longer and longer periods, until finally nasal 
breathing is, in most cases, carried on normally. 

We still do not know the best position in which to 
nurse the baby. If in the ‘‘ head-up”’ position mucus 
is more easily drained through the anterior nares, but 
it may also run down the posterior pharynx. If in the 
‘*‘ head-down ’’ position, to protect the lungs, the sinuses 
and internal ears may be potentially liable to infection 
from stasis; though when we held some babies upside 
down after ‘ Lipiodol’ had been placed in the posterior 
pharynx none was displayed in the sinuses by radio- 
graphy. Perhaps it is best to nurse the baby in the 
horizontal position—or is this an admission of ignorance ? 


Summary 


99 babies with snuffles were first seen in the neonatal 
period and were observed until the disorder cleared up. 

The average incidence of snuffles in four maternity 
units was 2.6%. The incidence did not vary significantly 
with birth-weight or season, but it was slightly greater in 
girls than in boys. 

In most cases snuffles started between the second and 
twelfth days of life and lasted up to a week. If it was 








954 


erior- 
s also 
nts is 


. that 
of our 
nined 
‘ather 
bility 


ise of 
es for 
smon- 
nt of 
nd in 
lt for 
that 
ucous 
3 calls 


;ina 
later 
| with 
r dis- 
vith a 
tions, 
hood. 
nders 
ment, 
it. 

i the 
those 
ment 


»f its 
tions 


by us 
's had 
| may 
iosa.”” 
ntain 
iblish 
show- 
losed, 
d for 
:, the 
| per- 
h the 
nasal 


ch to 
nucus 
» but 
n the 
nuses 
ction 
pside 
terior 
‘adio- 
n the 
ince 


natal 
| up. 

Thity 
antly 
ter in 


1 and 
t was 








THE LANCET| 


still present when the baby was discharged from hospital 
it might persist for several months or, occasionally, longer. 

Usually the discharge was serous ; but in some babies 
it was purulent from the onset, or became so later, and 
in a few it was sanguineous. 

Among the commoner complications were difficulties 
in feeding and upper-respiratory or pulmonary infections. 

There is probably a basic incidence of snuffles, for 
which no cause has been demonstrated ; but the incidence 
rises if infants are exposed to infection, such as coryza. 
In no case of our seriey was snuffies due to syphilis. 

We are indebted to Mr. H. L. Shepherd, Dr. M. Potter, Mr. A. 
Leech-Wilkinson, Mr. J. M. Sanson, Mr. B. E. Blair, Prof. A. V. 
Neale, Dr. B. D. Corner, and Dr. E. B. Hickson for access 
to babies under their care. We are grateful to the matrons 
and nursing staffs of the units concerned for their generous 
coéperation. Dr. W. A. Gillespie and Mr. H. Donaldson 
kindly carried out the bacteriological work, and Dr. G. Herdan 
gave us statistical advice. 
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SINCE the first reports by Clausen and Kjerulf-Jensen 
(1951) and Komrower (1951) it has become well recognised 
that. in some patients p-aminosalicylic acid (P.A.s.) 
produces a goitre with or without myxedema. The 
mechanism of its effect on the thyroid has not, however, 
been clearly defined. During an investigation of the 
effects of anti-thyroid drugs on the capacity of the 
salivary glands to concentrate iodide, it was noted that 
p.a.s. did not depress the concentration of iodide in 
saliva. This suggested strongly that p.a.s. exerted its 
goitrogenic action by inhibiting hormone synthesis, and 
not by interfering with the iodide-concentrating mecha- 
nism, since there was a very close analogy between the 
effects of other anti-thyroid drugs on the concentration 
of iodide by the thyroid and salivary glands (Edwards 
et al. 1954). The same conclusion was suggested by the 
experiments of Kjerulf-Jensen and Wolffbrandt (1951) ; 
they showed that p.a.s. caused hyperplasia of the thyroid 
in rats and that this could be prevented by the simul- 
taneous administration of thyroid hormone, but not by 
iodide. This paper reports the results of experiments 
to test the hypothesis that p.a.s. acts by blocking the 
organic binding of iodide in the thyroid. 


Results 
Effect of P.A.S. on Salivary Iodide 
The method of measuring the effect of P.a.s. on the 
concentration of iodide in saliva was the same as that 
used for measuring the effect of perchlorate and thio- 
cyanate (Rowlands et al. 1953). 
The effect of a single dose of 5 g. of sodium P.A.s. 
on the concentration of iodide in saliva was measured 
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in 4 patients who had previously received large thera- 
peutic doses of radio-iodine and whose blood-levels of 
radio-iodide remained steady throughout the observa- 
tions. The concentration of radio-iodide in the saliva 
did not change following the p.a.s. 


Effect of P.A.S. on the Collection of Iodide by the Thyroid 
when Hormone Synthesis is Blocked 

Two thyrotoxic and two euthyroid patients were given 
200 mg. of methimazole by mouth to inhibit the organic 
binding of iodine. An hour later an oral tracer dose of 
radio-iodide was given. The radioactivity in the neck 
and thigh was measured with a gamma-counter at 
suitable intervals. A correction factor, based on the 
thigh count, was applied to the neck count to allow for 
the general neck-tissue radiation ; the corrected count 
is referred to as the “‘ thyroid count.” 

When the thyroid count had levelled off, 5 g. of 
sodium P.A.8. was given by mouth. The counting-rate 
did not fall significantly during the next hour and in 
two patients continued to rise slightly. If P.a.s. inter- 
feres with the iodide-concentrating mechanism, the count 
should have fallen precipitously, because the accumulated 
radio-iodide would have been discharged. To show that 
the accumulated radio-iodine could in fact be discharged, 
200 mg. of potassium perchlorate wag given by mouth 
an hour after the dose of p.a.s. The count fell pre- 
cipitously and all the accumulated radio-iodine was 
discharged (fig. 1). 

These findings show that pP.A.s., unlike thiocyanate 
and perchlorate, does not cause the discharge of accumu- 
lated iodide from the thyroid, and therefore presumably 
does not exert its anti-thyroid effect by interfering with 
the iodide-concentrating mechanism. It may be inferred 
that its action is to inhibit the synthesis of. thyroid 
hormone. 


Effect of P.A.S. on the Synthesis of Thyroid Hormone 
Two thyrotoxic patients were given 5 g. of sodium 
p.A.S. by mouth and 1 hour later an oral tracer dose of 
radio-iodide. The amount of radio-iodine in the thyroid 
was measured as before. The thyroid count rose rapidly 
and levelled off after about an hour, suggesting that the 
P.A.S. Was exerting a thiouracil-like action and con- 
firming that it did not interfere with the collection of 
iodide. An oral dose of 200 mg. of potassium perchlorate 
was then given to discharge any iodide that had not 
been organically bound in the synthesis of thyroid 
hormone. The proportion of radio-iodine discharged 
from the thyroid, expressed as a percentage, was used 
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euthyroid and none had a goitre. The dosage of sodium 
p.A.s. ranged from 12 to 15 g. daily and the duration 
of treatment from 4 days to 22 weeks. The radio- 
iodine was given 1*/,—2 hours after the morning dose of 
4-5 g. sodium p.a.s. and followed an hour later by 200 
mg. of potassium perchlorate. The percentages of radio- 
iodine discharged were 25, 30, 75, 85, and 95 (fig. 3). 
These results indicate that pP.a.s. is a moderate 
inhibitor of hormone synthesis in the dosage generally 
used. 
Discussion 
Presumably the low incidence of goitre and myxedema 
in patients receiving sodium P.A.S. is partly explained by 
the fact that it is a relatively feeble inhibitor and partly 
because the plasma-level falls rapidly after a therapeutic 
dose. It has been calculated from the data of Simmonds 
and Hess (1952) 
and Carr et al. 
(1952) that the 
half-life in the 
plasma is about 
1-5 hours, and 
4 that 50% of a 
single oral dose is 
excreted in the 
i urine within 3 
hours (Way et al. 
1948). Hence the 
anti-thyroid 
effect must be 
slight within a 
few hours of a 
dose, and almost 
negligible during 
the night, in those 
patients who are 
given doses after 
breakfast, lunch, 
and supper. In 
those few patients 
who do develop 
goitres or 
myxedema the 
P.A.S. must act as 
amore nearly 
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complete inhibitor of hormone synthesis, possibly mvs ause 
of differences in the rate of excretion. 

It can be anticipated from the present work that a 
P.A.S.-induced goitre will be prevented by thyroid hormone 
but not necessarily by iodide. Kjerulf-Jensen and 
Wolffbrandt (1951), MaeGregor and Somner (1954), and 
Brinkman and Coates (1954) have in fact found that 
thyroid hormone is effective and iodides are not. 


Summary 
p-Aminosalicylic acid has beep shown to inhibit the 


organic binding of iodine in the synthesis of thyroid 
hormone. It has no effect upon the iodide-concentrating 


mechanism of the thyroid or salivary gland. The 
incidence and prevention of P.a.s.-induced goitre is 
discussed. 


We should like to thank Dr. Andrew Morland and Dr. 
Howard Nicholson for allowing us to examine the patients 
who were having therapeutic courses of P.a.s., and Dr. Gwen 
Hilton, director of the department of radiotherapy, for the 
use of counting equipment. 
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CORTISONE TREATMENT OF 
BELL’S PALSY 
DERYCK TAVERNER 
M.B.E., M.D. Leeds, M.R.C.P. 


SENIOR LECTURER IN MEDICINE, UNIVERSITY OF LEEDS 


Bell’s palsy is the usual name for paralysis of the 

facial muscles resulting from an intrinsic lesion of the 
peripheral part of the seventh cranial nerve. The cause 
and nature of this lesion are unknown, and there is no 
treatment of proved value. One suggestion is that non- 
specific inflammation leads to edema and to compression 
of the nerve in the fallopian aqueduct of the temporal 
bone (Morris 1938, Hall 1951). Rothendler (1953) believes 
that cortisone relieves the acute odema of the nerve 
sheath and leads to prompt and complete recovery ; 
others have also reported satisfactory results with 
cortisone (Whitty 1953, Robison and Moss 1954). 
* It is usually accepted that most patients with Bell’s 
palsy recover completely within a few weeks of the onset. 
But in a proportion of cases, which Bunnell (1937) and 
James and Russell (1951) put at 20%, recovery is 
slow and nearly always incomplete. This j is presumably 
because the facial muscles become denervated, and 
recovery then takes place by regeneration of the damaged 
axons. Any treatment which will prevent denervation 
should thus be valuable. 

I report here the results of a controlled trial of the 
effect of oral cortisone on the incidence of denervation 
of the facial muscles in Bell’s palsy. 


The Trial 


Twenty-six patients were admitted to the trial between 
August, 1953, and June, 1954. All patients were admitted 
who could start treatment within 10 days of the onset 


and who fulfilled the diagnostic criteria for Bell’s palsy. 
These criteria were (1) paralysis of all the muscles of 
expression of one half of the face, not necessarily complete; 
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(2) sudden onset ; (3) absence of any symptom or sign 
of disease of the central nervous system ; and (4)-absence 
of any symptom or sign of disease of the ear or of the 
posterior fossa. 

The patients were examined clinically and electromyo- 
graphically before the start of treatment and at increasing 
intervals from a few days to a few weeks until recovery 
was complete. Those whose facial muscles developed 
signs of denervation, with resulting slow and incomplete 
recovery, are still under regular observation. 

The electromyographic examination, which was 
accepted by all the patients, consisted in concentric 
needle-electrode exploration of the orbiculares oris and 
frontalis muscles. In case of doubt strength-duration 
eurves were taken with a Ritchie constant-voltage 
stimulator. Special attention was paid to the presence 
or absence of motor units under voluntary control, and 
on this basis the patients were classified as having either 
complete or partial facial paralysis. Similar care was 
taken to detect fibrillation potentials, which indicate 
that denervation has occurred. 

None of the patients had any evidence of denervation 
before treatment began. All the patients who later 
developed fibrillation activity were classified as failures. 
They all improved slowly and failed to recover com- 
pletely, developing associated movements of the facial 
muscles. Two patients in the control series showed 
doubtful evidence of denervation. Subsequently they 
improved slowly and developed associated movements 
of the facial muscles. They were classified as failures. 
The successes, all of whom recovered completely, never 
showed evidence of denervation. In these patients the 
duration of the paralysis was arbitrarily taken as the 
number of days from the onset of the paralysis to the final 
visit, when recovery: was judged clinically to be complete. 

The patients were told that they would be treated with 
tablets but were not told their nature. They were 
allocated by the dispenser to treatment and control 
groups on a random basis in accordance with a master 
sheet. The patients were entered on this list in the order 
in which they attended the department. I was unaware 
of the identity of the treated and control patients until 
all had been classified as successes or failures. The 
patients were all instructed to massage their faces daily, 
but no other treatment was used. The treated group 
received cortisone acetate 200 mg. orally in divided doses 
daily for the first 3 days, 100 mg. daily for 3 days, and 
50 mg. daily for 2 days, making a total dose of 1 g. 
The control group received the same number of lactose 
tablets for the same period. The patients were given 
strict verbal and written instructions about taking the 
tablets. No side-effects were noted. 

The Groups 

Of the twenty-six patients, twelve formed the control 
group, and fourteen were treated with cortisone. The 
groups were comparable in all important respects. 
There were equal numbers of males and females in each. 
The ages ranged from 17 to 65 years (mean 41-5 years) 
in the control group, and from 12 to 76 years (mean 
38:5 years) in the treated group. There were two, com- 
plete and ten partial facial palsies in the control group, 
and four complete and ten partial in the treated group. 
Involvement of taste was recorded in each patient ; 
the distribution was equal in the control group, but eight 
of the thirteen treated patients showed impairment 
of taste over the anterior two-thirds of the tongue on the 
affected side. The presence of pain at or before the 
onset of the facial palsy was carefully noted. Nine 
patients in each group complained of pain; pain was 
absent in three of the control group and in five of the 
treated group. In each group there was one patient 
with herpes of the external auditory meatus; both 
showed denervation of the facial muscles and were thus 
classified as failures. 
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Finally, the time from the onset of the facial palsy to 
the start of treatment was almost the same in the two 
groups: 1—9 days (mean 4-5 days) in the treated patients, 
and 1—8 days (mean 3-6 days) in the control group. 
Results 

In the control group there were four failures and eight 
successes, and in the treated group there were four failures 
and ten successes. The estimated duration of the facial 
palsy was almost the same in the successful cases in both 
groups: 18-157 days (mean 69 days) in the controls, 
and 27-105 days (mean 63 days) in the treated group. 

Discussion 

There has been little published work on the natural 
history of Bell’s palsy, but most authors state that 
about 80-85% of patients recover spontaneously and 
completely within a few months of the onset of the 
paralysis. Most of the work on the treatment of Bell’s 
palsy is vitiated by the lack of control patients and the 
absence of any acceptable criteria of success or failure. 

In the present trial the control and treated patients 
were closely similar in all respects and were allocated at 
random to the groups. I was unaware of the distribution 
of the patients and therefore could not be influenced 
clinically. Several of my colleagues kindly coéperated 
by referring all their patients with Bell’s palsy, and there 
is no reason to suspect any bias in the selection of patients. 
All those seen within 10 days of the onset of the. palsy 
entered the trial. At this stage of the illness, there is 
no clinical means of prognosis which is reliable, and 
there can have been no tendency to submit any particular 
type of patient to the trial. The patients were given 
sealed prescriptions and were not told the nature of the 
treatment. Hence there are not likely to have been any 
significant psychological factors at work. 

Electromyography provides a useful distinction 
between success and failure. The validity of this method 
of classification is established by the fact that all patients 
who did not develop fibrillation potentials recovered 
completely within an average period of 66 days, whereas 
none of those with fibrillation potentials have yet 
recovered in periods ranging from 100 to more than 
330 days. 

The results shaw that 1 g. of cortisone, given in divided 
doses over 8 days, does not reduce the incidence of 
denervation (four cases) compared with an untreated 
control group (four cases), when given within 10 days 
of the onset of Bell’s palsy. This dose of cortisone lies 
between those used, by Whitty (1953) (100 mg. daily for 
7 days) and by Rothendler (1953) (1-5-3 g. in 12 days). 
The dose of cortisone used in this trial is one which is 
likely to have a pharmacological action, and is comparable 
to that used_successfully in other non-specific inflamma- 
tions—e.g., periarthritis of the shoulder (Blockey et al. 
1954) and ulcerative colitis (Truelove and Witts 1954). 
Larger doses of cortisone might produce different results, 
but this can be decided only by experiments similar 
to the one described here. It may, however, be significant 
that the dose of cortisone used in this trial not only 
failed to reduce the incidence of denervation but also 
had no appreciable effect on the time to recovery in the 
successful cases in the treated group (63 days) compared 
with the control group (69 days). If cortisone is likely 
to be of value in Bell’s palsy, a dose which is inadequate 
to prevent the development of denervation might still 
be expected to have a significant effect on the time taken 
for recovery in those patients in whom denervation never 
develops. 

Summary 

14 patients selected at random from twenty-six patients 
with Bell’s palsy were treated with cortisone within 
10 days of onset. 

The patients were classified as failures if electromyo- 
graphic and clinical evidence of denervation appeared. 
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Four of the fourteen treated cases and four of the 
twelve control cases were failures. 

The mean time taken to complete recovery in the 
successful cases was 63 days in the treated group and 
69 days in the control group. 

It is concluded that 1 g. of cortisone acetate orally 
neither lessens the incidence of denervation in Bell’s 
palsy nor hastens recovery in patients without 
denervation. 

I am grateful to various physicians and surgeons of the 
Leeds region, in particular Dr. H. G. Garland and Mr. M. 
Ellis, F.k.c.s., for referring patients who took part in this 
trial. The Medical Research Council supplied the cortisone 
acetate, 
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AN EARLY CLINICAL SIGN OF 
INFECTIOUS MONONUCLEOSIS 


A. Houze. 
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LECTURER IN CHILD HEALTH, UNIVERSITY OF MANCHESTER 


SIXTY-FIVE years ago, when describing glandular fever 
at a meeting of the Naturforscher in Emil 
Pfeiffer said : 

‘** My intention is only to sketch for you the clinical picture 

as a basis for further observations and studies. No doubt this 
clinical picture, like so many of our syndromes, includes 
different disease processes, and bacteriological and pathological 
research is necessary before we can separate the forms which 
differ in etiology and morbid anatomy.” 
This statement is still valid. Numerous contributions to 
the clinical picture have been made, and there is hardly 
an organ or a system that has not been implicated in 
this disease ; but in the multitude of clinical manifesta- 
tions the original outline of the sketch has become 
blurred, and what has been gained in width and depth 
of the picture has been lost in definition. For a time, the 
diagnosis seemed to rest on a solid foundation of clinical 
signs, hematological changes, and serological tests. Now 
these foundations, at least for the initial phase of the 
disease, have been shaken. 

The characteristic cells, first described by Longcope 
in 1922 and more accurately by Downey and McKinlay 
in 1923, have been found in various virus diseases, such 
as hepatitis, atypical pneumonia, measles, rubella, herpes 
zoster, and influenza B (Rominger 1953). Further, 
outbreaks of infectious mononucleosis have been reported 
in which a proportion of cases did not show the increase 
in heterophil antibodies (Halcrow et al. 1943) or all the 
cases were seronegative (Shubert et al. 1954). Nigge- 
meyer (1953) reported 42 sporadic cases from Germany 
with the clinical and hematological characteristics 
of the condition but, in most cases, low heterophil 
agglutinins. 

As in 1889, the question again arises: is glandular 
fever a disease or a syndrome ? Serology and hematology 
do not give unequivocal answers, particularly at the 
onset, when it would be desirable to have further suppor- 
tive or indicative clinical features. The following clinical 
sign may therefore be of some interest. 

Twelve years ago a soldier who had been ill for three 
weeks was admitted to hospital with pyrexia, enlarged 
cervical glands, palpable spleen, edema of the eyelids, 
and a petechial eruption on the soft palate. Serological 
and hematological investigation proved the case to be 
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one of glandular fever. Since then this eruption on the 
palate has been observed in 15 sporadic cases of confirmed 
mononucleosis and in 2 others where the clinical manifes- 
tations or the blood picture were strongly suggestive 
but the serological investigations negative. The ages of 
these patients ranged from 4 years to 33. Only 2 of the 
10 children among them had rubelliform skin rashes ; 
the petechial enanthem preceded the skin eruption by 
twenty-four and forty-eight hours. The three clinical 
types (Tidy 1934)—anginose, glandular, and febrile— 
were represented among the 15 cases, and none of them 
showed any other signs of purpura or hemorrhagic 
manifestations except the petechize on the soft palate. 
Platelet-counts were made in only 7 of the patients and 
fell within the normal range. Clinical picture and course 
did not differ in thése patients from the now well-known 
patterns of the disease and do not warrant detailed dis- 
cussion. Heterophil agglutinin titres varied from 1 : 64 
to 1: 2048. 

Two patients had petechiz on the palatal mucosa but 
no definite evidene of glandular fever : 

(1) The first was an adult who developed a severe tonsillitis 
which was accompanied by the enlargement of cervical and 
tonsillar glands and by the presenee of abnormal lymphocytes 
in the blood picture but showed no increase in heterophil 
agglutinins. 

(2) The second was a girl, aged 3 years, with generalised 
lymphadenopathy (including the occipital glands) and a 
rubelliform rash which faded very rapidly, but neither hemato- 
logical nor serological changes characteristic of the disease, 
and the final diagnosis was rubella. 

The petechial eruption was in all cases localised along 
the junction of soft and hard palate, where the mucosa 
normally appears rather pale, and so was easily discern- 
ible. The petechiw varied in number from ten to fifty 
and were usually of pinhead size but occasionally some- 
what bigger. They appeared grouped in a crescent-like 
arrangement due to the shape of the soft palate. 

Their earliest appearance was noticed on the third day 
after the onset of symptoms, and their latest at the end 
of the first week. This coincides with the stage of eruption 
(fourth to seventh day) in the febrile type (Cantor 1930, 
Tidy 1934). The spots generally persisted for three or 
four days. The exception was the first case, in which 
they were still present at the end of the third week. After 





Petechial eruption on border of soft and hard palate in first week of 
glandular fever. 
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ORIGINAL 
witelting the petec his left a yolbouiity Siscdbotation - 
the mucosa which faded a few days later without trace. 


Discussion 


Although the purpuric spots are usually distinctly 
visible, the mucosa of the soft palate at the junction 
with that of the hard is often dotted with small spider 
nevi or hemangiomata which on superficial inspection 
may give the impression of petechix. Thorough exami- 
nation will prevent such a mistake. Small traumatic 
hemorrhages have occasionally been seen in children 
who vigorously resisted any attempt to examine their 
mouths. These are as a rule few, asymmetrical in distri- 
bution, and localised on the mucosa of the hard palate. 

Purpuric lesions in the mouth of patients with glandular 
fever have previously been described but were not limited 
to the strip of mucosa adjoining the hard palate, and were 
associated with purpuric manifestations on other parts 
of the oral mucosa—e.g., the lateral margins of the 
tongue, the buccal mucosa, and the lips—and often 
accompanied by purpura of the skin. They were seen in 
cases complicated by thrombocytopenia (Finlayson 1951, 
Goldbloom and Denton 1948, Kilham and Steigman 
1942). Kilham and Steigman also described in 1 
patient an eruption of red tender papules of irregular 
shape and about 0-5 em. in diameter, discovered on the 
fourteenth day of his illness and persisting for three days. 
Read and Helwig (1945), in a review of 300 cases, found 
4 in which petechiz were noticed in the oral cavity, but 
they do not state their localisation. Miller (1950) men- 
tions dark red spots on the soft palate in 2 cases. 

The frequency with which petechis# appear on the soft 
palate in infectious mononucleosis cannot be assessed 
on the basis of these observations, because they were 
made on sporadic cases and not during an epidemic of 
the disease. Some patients with glandular fever did not 
show the petechial rash, but they all came under observa- 
tion at the end of the second or third week of their illness 
and were therefore unlikely to bear any evidence of its 
presence. 

In the more recent of thé cases reported here the 
petechial rash suggested the correct diagnosis before any 
other characteristic signs were found. 


A house-physician in a children’s hospital developed a 
feverish i!Iness with severe pain in his limbs and back, rigor, 
and a sore throat. Examination on the first three days revealed 
nothing to suggest the diagnosis. On the fourth day the 
petechial eruption on the soft palate was noticed. A blood- 
count at first was unhelpful but several days later was typical 
of glandular fever. Heterophil agglutinins increased to a titre 
of 1: 1024. Platelets were present in large numbers. 


Summary 

A petechial eruption on the soft palate is described as 
an early manifestation of infectious mononucleosis. The 
purpuric spots vary in number and slightly in size. They 
are localised at the junction of soft and hard palate in 
a crescent-like arrangement, appear between the third 
and the seventh days of the illness, and fade after three to 
four further days. 


My thanks are due to Prof. W. F. Gaisford for his kind and 
helpful criticism ; to Miss D. Davison I am indebted for the 
drawing, and to Mr. G. Ward for the photograph. 
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THE DIAGNOSIS OF TOXOPLASMOSIS 


LACK OF SPECIFICITY OF SABIN-FELDMAN 
DYE TEST 


F. I. Awap 
Ph.D. Lond., B.V.Se. Cairo, M.R.C.V.S. 


DEPARTMENT OF PARASITOLOGY, LONDON SCHOOL OF HYGIENE 
AND TROPICAL MEDICINE 


Aw antibody, called cytoplasm-modifying antibody, 
in toxoplasma infections modifies the staining properties 
of living toxoplasma (Sabin and Feldman 1948). Toxo- 
plasma suspended in peritoneal exudate can be stained 
with methylene-blue, the organisms at the same time 
tending to lose their crescentic shape and to become 
spheroidal. If, however, they are incubated with immune 
serum before the methylene-blue is added, some of them, 
depending on the strength of the antibody, retain their 
crescentic shape and do not take up the stain. A labile 
‘*‘ accessory factor,’’ present in small amounts in human 
serum, is necessary for the action of the ‘‘ cytoplasm- 
modifying antibody.”’ 

Cathie and Dudgeon (1949) modified the Sabin- 
Feldman technique by using normal human serum to 
dilute both the mouse peritoneal exudate 1 in 2 and for 
the serial dilution of the suspected serum so as to have 
sufficient ‘‘ accessory factor.” 

Muhlpfordt (1951) used the Sabin-Feldman dye test 
in an attempt to differentiate between infections of 
toxoplasma and sarcocystis. Sarcocysts recovered from 
the gullet muscles of sheep or of goats were inoculated 
either per os or intraperitoneally into guineapigs, rats, and 
hamsters, and the sera of these animals were tested by 
the dye test against toxoplasma. In every case pre- 
liminary tests made before the inoculation with sarcocysts 
produced negative results, but after the infection was 
allowed to establish itself the animals reacted positively, 
thus showing that the antibodies reacting with toxo- 
plasma were produced by the sarecocystis infection. 
Tests were next made with the sera of 45 sheep, and the 
reaction was positive in 48-8% of the sheep. Muhlpfordt 
concludes that the Sabin-Feldman dye test can be used 
in the diagnosise of sarcocystis infection but cannot 
differentiate between sarcosporidiosis and toxoplasmosis. 

Michalzik (1953) applied the Sabin-Feldman dye test 
in 50 adult women infected with Trichomonas vaginalis 
and obtained a positive reaction in 64% of them with 
a titre of 1: 25 

Awad and Lainson (1954a) have confirmed Muhlpfordt’s 
findings and conclude that infection with sarcocystis 
gives a cross-reaction in the dye test against toxoplasma. 

Awad (1994) described the use of Sarcocystis tenella 
spores in a new dye test for toxoplasma and sarcocystis 
infections. The new dye test gave positive reactions in 
both toxoplasma and sarcocystis infections, which fact 
proves that neither the Sabin-Feldman test nor the 
new test is specific for toxoplasmosis. 

The Sabin-Feldman dye test has been extensively 
used for the diagnosis of toxoplasmosis. Whenever 
doubts have been cast on the specificity of the dye test, 
it has been said that the animals in question might 
have reacted positively to the test because they had 
been previously infected with toxoplasma. The cross- 
reaction of toxoplasma and sarcocystis has, however, 
now been proved. 

I report here an investigation of the cross-reactions in 
the dye test with two protozoa—Trichomonas vaginalis 
and 7'rypanosoma cruzi—in laboratory animals known to 
have had no contact with toxoplasma. 


Materials and Methods 


Collection of toxoplasma.—The peritoneal exudate was 
collected from mice three or four days after intraperitoneal 
inoculation with the RH strain of toxoplasma. 
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Trichomonas vaginalis.—A bacteria-free culture of T'richo- 
monas vaginalis was obtained from Dr. M. G. McEntegart, 
of the department of bacteriology, City Laboratories, 
Liverpool. 

Trypanosoma cruzi.—The sera of mice which had recovered 
from an infection of T'rypanosoma cruzi were collected, 

Technique.—The technique used in the 
of Sabin and Feldman (1948). 
up to 1; 512. 


dye test was that 
Titration of sera was done 


Investigation 
Experiment I: Sabin-Feldman Dye Test on Sera of 
Rabbits Immunised against Trichomonas Vaginalis 

The trichomonads from 100 ml. of a two-day bacteria- 
free culture were deposited by centrifuge and washed 
three times in saline solution before being resuspended 
in 10 ml. of saline solution. This suspension was used 
to immunise 3 rabbits previously bled to obtain control 
samples of the sera. Two injections of 1 ml. were given 
intravenously with a week intervening. Three weeks 
later the rabbits were bled and the sera separated. This 
method of immunisation is a modification of that 
described by McEntegart (1952). 

Sera collected before immunisation gave negative 
results to the dye test. Sera collected after immunisation 
gave positive results with titres of 1 : 512 in all 3 rabbits. 
Experiment II: Sabin-Feldman Dye Test on 
Mice Inoculated with Trichomonas Vaginalis 

18 young mice were divided into three groups of 
6 mice each. Group A were inoculated intraperitoneally 
each with 0-5 ml. of a two-day bacteria-free culture of 
Trichomonas vaginalis. Group B were inoculated intra- 
peritoneally each with 0-5 ml. of a suspension of washed 
erythrocytes of young chickens one day before they were 
intraperitoneally inoculated with 0-5 ml. of a two-day 
bacteria-free culture of Trichomonas vaginalis. This 
method has been described by Inoki and Hamada 
(1951) for the transmission of T'richomonas vaginalis in 
mice. Group Cc were kept as a control. Thirty-five days 
after inoculation with 7'richomonas vaginalis all the mice 
were bled and sera separated. 

All the mice in the control group c gave negative 
results to the dye test. All the mice in groups A and B 
gave positive results : 2 of the sera gave a titre of 1 : 128, 
3 a titre of 1; 256, and 7 a titre of |: 512. No infection 
of Trichomonas vaginalis was found in the mice. 


Experiment III: Sabin-Feldman Dye Test on Sera of 
Mice Previously Infected with Trypanosoma cruzi 

4 mice were taken sixty-eight days after infection with 
Trypanosoma cruzi, from which they had subsequently 
recovered, These mice were bled and their 
collected. The sera of 4 clean mice were 
as controls. 

All the control mice gave negative results to the dye 


Sera of 


sera were 
also obtained 


test. The sera of the 4 mice infected with Trypanosoma 
cruzt gave positive results; 1 of the sera gave a titre 
of 1 : 256, and 3 a titre of 1: 512. 

Discussion 


Ina leading article, The Laneet (1954) said that it cannot 
be assumed that the dye test of Sabin and Feldman is 
completely specific. Awad and Lainson (1954b) declared 
that evidence was fast accumulating that the dye test 
was not, in fact, completely specific, and they emphasised 
the importance of not placing too great a reliance on 
the dye test alone. 

The present investigation has shown that rabbits and 
mice inoculated with Trichomonas vaginalis or mice 
infected with Trypanosoma cruzi produce the so-called 
‘ cytoplasm-modifying antibody ’’ demonstrable by the 
ability of the immune serum to modify the staining 
properties of living toxoplasma. 


These results and those of previous investigators 
indicate that infections with sarcocystis, trichomonas, 


and Trypanosoma cruzi give cross-reactions in the dye 
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test against toxoplasma. Therefore the validity of the 
test in the diagnosis of toxoplasmosis is very dubious. 
It follows that many investigations purporting to show 
the past incidence of toxoplasmosis in a population are 
also called in question, and that the epidemiological 
surveys based on the dye test will now have to be 
assessed afresh. 
Summary 

Sera of mice and rabbits inoculated with Trichomonas 
vaginalis give cross-reactions in the dye test against 
toxoplasma. 

Sera of mice recovered from an infection with Trypano- 
soma cruzi give cross-reactions in the dye test against 
toxoplasma. 

This work has clearly demonstrated the lack of 
specificity of the Sabin-Feldman dye test in the diagnosis 
of toxoplasmosis. 

I am deeply grateful to Prof. P. C. C. Garnham, under 
whose stimulating eg guidance, and criticism this 
work was done; Dr. R. Bray for his help and interest ; 


and Dr. M. G. Me Entegart, ee the C ity Laboratories, Live pool, 
for the trichomonas culture used. 
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Re nnual 


Medical Societies 


ROYAL SOCIETY OF MEDICINE 
North American Psychiatry 


Ar a meeting of the psychiatric section on Nov. 9, 
with Dr. E. A. BENNET in the chair, Trends in North 
American Psychiatry were discussed. 

Dr. M. Rots drew attention to three main features : 
the ever-widening scope of psychiatry ; the dominance 
of the dynamic school; and the close relation of psych- 
iatry to the social sciences and other fields. The vastness 
of the problem confronting psychiatry in the U.S.A. 


could be understood from some figures. In 1945, for 
instance, 150,000 new cases were admitted to American 


mental hospitals, in which already there were 900,000— 
1,000,000 patients. It was estimated that there were 
now 600,000-700,000 alcoholics, and about 1,250,000 
severely maladjusted children. America was amazingly 
psychiatry-minded. Half of the 7000 psychiatrists were 
in private practice, and almost everyone seemed to have 
been to one of them, and admitted this quite candidly. 
Whether there was in fact a greater incidence of nervous 
breakdowns in America, or whether there was more 
readiness on the part of the general public to go to the 
psychiatrist, he could not say. North American life was 
intensely competitive, with much emphasis on. material 
success ; and the conflict between the ethical teachings 
received by the individual in early life and the aggressive 
materialism of adult life might predispose to nervous 
illness. Such a conflict was not, however, confined to 
America. There was a danger of psychiatry becoming 
too expansive in America, and it would probably gain 
by defining its limits. It was being continually asked, 
by American religious bodies, by television and radio 
networks, and by big business, to give advice on all manner 
of problems; and there was a real danger of its true 
aims being obscured. 

Psycho-analysis had become the moving spirit in 
North American psychiatry, because nearly half of the 
500 or so trained analysts were in academic posts. 


This had led to the borderline between psycho-analysis 
and psychiatry becoming blurred, and to a shift of 
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interest from the hard core of the mental-health problem 
—the psychoses—to those illnesses for which psycho- 
therapy was advocated. There was need for a more 
critical evaluation of the ‘‘ psychogenic ”’ factors brought 
to light ; at present there was a tendency to concentrate 
unduly on these, as it was felt that they alone could 
be modified by psychotherapy. The need for more clear 
thinking was, however, coming to be realised in the 
leading psycho-analytie centres. 

There was a far closer liaison between psychiatry and 
the social sciences in American universities. The work 
of the cultural anthropologists had been accepted by the 
psychiatrists. The influence of such workers as Mead 
and Benedict could be seen in psychiatrists like Horney 
and Sullivan, with their characteristically American bias 
towards overestimation of environmental and _ social 
factors. This viewpoint was useful for understanding 
people en masse but tended to ignore the differences 
between individuals. 

Vast sums were being spent and were readily voted 
by Congress for mental-hygiene projects, and important 
research was being carried out in many fields of mental 
health; the same obtained in Canada. There was, 
however, very little research being done in the mental 
hospitals, which were often ill-equipped and understaffed. 
At the clinics and university centres, research was mostly 
left to the social-science graduate, for its material rewards 
did not attract the medical graduate, who had had to 
make much greater financial sacrifices for his training. 

Dr. H. Roum said that the influence of Freudian 
psycho-analysis had permeated even everyday American 
speech. People spoke of ‘relating well’’ instead of 
‘getting on with,’ and described someone as “ well- 
integrated.’ There was an enormous popular demand 
for psychotherapy, amusingly caricatured in the cartoon 
in a New York magazine of the young analyst setting up 
in practice with a notice on his office door: ‘‘ Three 
couches—no waiting!” The American Psychiatric 
Association had opposed the practice of psychotherapy 
by clinical psychologists and required it to be practised 
with proper safeguards ; but there were, inevitably, a 
host of charlatans and cranks purveying a commodity so 
much in demand. The American who considered hirself 
to be in need of psychotherapy would go direct to a 
psychiatrist, without the need for referral by his family 
doctor. All the mass media of publicity—television and 
radio, the cinema, the press, and the novel—boosted 
and ‘oversold’ psychiatry, and the psychiatrist was 
endowed by the public with an omniscience not credited 
to him here. 

In his presidential address to the American Psychiatric 
Association in 1951, Professor Whitehorn had called 
attention to the undue influence of Freudian teaching 
and to the need for American psychiatry to limit its 
expansionist tendencies, in much the same way as had 
Dr. Desmond Curran in his famous presidential address 
to this section on Psychiatry Ltd.t The financial aspect 





‘ deserved mention, and it was far more frankly discussed 


in America. Allowing for the higher cost of living, the 
doctor in the State mental hospital was not as well off 
as his colleague in Britain. The position was vastly 
different in private practice ; an inquiry by the American 
Psycho-analytic Association had revealed that about half 
the analysts were earning up to $50,000 a year. A train- 
ing analysis, which lasted four years, cost $20 per session ; 
but the young trainee psychiatrist cheerfully paid this, 
often mortgaging his income for several years to come, 
as without the cachet of a personal analysis it was 
practically impossible for him to obtain top-ranking 
posts. All psychiatric treatment had to be paid for, 
apart from that provided in the State hospitals. To be 
self-supporting in the matter of medical fees was a 
matter of self-respect to the American, and the medical 


1. See Lancet, 1951, ii, 722. 
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profession also was almost unanimously opposed to what 
they termed “‘ socialised medicine.” A back-door approach 
to this might be seen in the medical facilities provided 
free by the Veterans Administration—an organisation 
growing steadily in numbers and power, which: was 
guaranteeing its members treatment and the use of its 
fine new hospitals which were springing up all over the 
U.S.A. There were medical insurance schemes in plenty, 
such as the Blue Cross; but all of these specifically 
excluded prolonged psychiatric treatment from their 
provisions. 

At the 317 hospitals providing psychiatric treatment 
in the various States, there were 539 full-time psychia- 
trists, 1421 part-time, 664 of registrar grade, 173 interns, 
and 2076 trained psychiatric nurses. Of the training of 
psychiatrists Dr. Ro lin had had some experience only at 
Johns Hopkins and Temple University. Case-conferences 
took the place of our lectures, and he thought this was an 
advantage. The teacher came down off his pedestal and 
was much more “‘ one of the group,” but this was not 
a case of familiarity breeding contempt if the teacher 
could satisfy the rather aggressive demands for knowledge 
from his students. There was a large teaching staff and 
intensive supervision of the trainee’s work. In these 
clinics the case-load was very light, so the patient 
received a lot of attention. There was much more 
liaison with the other teaching departments and with the 
social sciences. The energy and keenness for work was 
phenomenal ; one began at 8:30 A.m. and worked steadily 
till 5 p.m. with only a sandwich lunch, often taken at a 
case-conference. 

Opening the discussion, Dr. MILDRED CREAK said that 
she had visited American psychiatric centres four times 
since 1932, and had only recently returned from America. 
She contrasted the general diffusion of psycho-analytic 
teachings into American psychiatry with the two points 
of growth in British psychiatry: the work of British 
psycho-analysts, and the renaissance taking place in our 
mental hospitals. In America the mental hospitals were 
looked upon as backwaters from which no new develop- 
ments could be expected. We could learn from the 
Americans their interlinking of psychiatry with other 
disciplines, and the larger place given to it in the training 
of the medical student. Since the majority of our students 
would go into general practice, and two-thirds of the 
general practitioner’s work was concerned with func- 
tional illness, the attention given to psychiatry in our 
medical curricula seemed inadequate. Like Dr. Rollin, 
she admired the enormous zest and energy of the American 
doctors ; they had an engaging way of regarding work 
as great fun. Psychiatry was perhaps becoming too much 
popularised oyer there, and the promulgation of expert 
opinions on the proper rearing of children led to unneces- 
sary heart-searching among many American mothers. 
There was a cult of individualism in the U.S.A., but it 
was of individuals more closely streamlined to one 
another than we cared to be in this country. The cult 
of ‘‘ keeping up with the Joneses” needed thinking 
about. Two worth-while developments were the new 
interest being taken in the psychiatric interview as a 
skilled method of diagnosis and treatment, and the 
interesting research into the rearing of young infants 
which was being carried out to validate psycho-analytic 
theories. 

Dr. D. STaAFFORD-CLARK said that he had spent only 
a year (1949-50) in North America, six months working 
in the psychiatric department of the Massachusetts 
General Hospital and six months travelling and working 
at various other centres as a Harvard research fellow. 
He had been, and still was, enthusiastic about the 
Americans, but he also had a critical eye. This was 
needed to scrutinise American psychiatry. There was 
enormous technological development and a wealth of 
resources and energy; but, although there was a 
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massive output of publications, he would say that 
ninety per cent. of it was pure junk. There was far too 
much attention to words, and ideas were in danger of 
being strangled by a mass of verbiage. This was 
especially so in the field of psycho-analysis, and he 
emphasised that a psychiatrist could not expect to hold 
a high post unless he had had an analysis. The worship 
of words led also to neglect of the physical treatments, 
and he knew of no hospital in the U.S.A. where electro- 
convulsive therapy or insulin shock was routinely carried 
out with the skill and accuracy considered a matter of 
course at a modern psychiatric hospital in Britain. We 
could learn much from American psychiatry, and he would 
always be grateful for what his teachers there had taught 
him; but British psychiatry could contribute useful 
criticism and teach the value of clear thinking and 
brevity of expression. 
Reviews of Books 
An Autumn Gleaning 
Oceasional Lectures and Addresses. 
O.M., G.B.E., M.D., F.R.C.P., F.B.S. 
Press. 1954. Pp. 225. 21s. 
Tuts selection has been compiled from addresses and 
lectures given by Sir Henry Dale between 1935 and 1952 
to various learned societies. In contrast with his 
Adventures in Physiology, published last year, it has 
been designed to appeal to laymen as well as to doctors; 
the subjects are of general scientific interest, and the 
language is seldom technical. Sir Henry is an authori- 
tative and scholarly interpreter of medical history, and 
his essays on Banting’s discovery of insulin and Addison’s 
contributions to endocrinology, and in particular the 
address on viruses and heterogenesis, are fine examples 
of his art. The essay on Medicine, Yesterday and 
Tomorrow amply justifies Sir Winston Churchill’s apho- 
rism: ‘‘ The longer you can look back the farther you 
can see forward.” Like the other essays in the volume, 
it combines erudition with wide humanity—a quality 
too often lacking in present-day scientists. Some illus- 
trations would have been welcome, especially in the 
biographical studies ; but otherwise the format of the 
book is unusually pleasing. 


Sir Henry Date, 
London: Pergamon 


Biochemistry of Cancer 


2nd ed. JxEsse P. GREENSTEIN, Chief, Laboratory of 
Biochemistry, National Cancer Institute, Bethesda, 
Maryland. New York: Academic Press, London: 
Academic Books. 1954. Pp. 653. 96s. 

CANCER research-workers, and therefore humanity, 
should be grateful to Dr. Greenstein for his industry in 
describing and setting in order an enormous number of 
scattered observations. The new edition of his book is 
very different from the first ; it contains 264 more pages 
and many of the early minor errors have been corrected. 
There are three main parts: the induction of tumours ; 
attempts at controlling tumour induction and growth ; 
and the properties of tumours. The last part, dealing 
with the chemistry of tumours and the chemistry of the 
tumour-bearing host, occupies almost half the whole and 
is perhaps the most difficult part of the book—which is 
certainly not the author’s fault, for this is a very confusing 
subject. 

Although we do not understand how carcinogenic 
stimuli act, we have accumulated a consistent body of 
knowledge about cancer induction.. This knowledge, 
which is still growing and has been applied in certain 
cases so as to reduce exposure to carcinogens, makes 
our knowledge of chemotherapy of cancer seem very 
scanty. The chapter on chemotherapy, which deals with 
the methods of investigation and with most of the agents 
used in treatment, occupies only about one-twelfth of the 
book. 

We know of no book on cancer research which 
approaches this in quality and scope. Dr. Greenstein 
says in his preface: ‘‘ I have tried to avoid ‘ deviation’ 
and ‘measure step with step’ to the extent of never 
referring to an author’s work without the original before 
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me at the moment”; and there are over two thousand 
references. He concludes on an encouraging note: ‘‘ The 
solution of the problem of cancer is no simple task but. 
the solution will be found. More than many others, it 
is a subject for courage, imaginative insight, integrity 
and sustained and dedicated effort.’”’ This book shows 
that Dr. Greenstein has these very qualities. 


Contribution 4 l’étude de l’action de l’histamine et des 
antihistaminiques de synthése 
Spyrmon .Benos. Paris: 
Pp. 148. 


THE already intensive study of the actions of histamine 
has been extended by the development of histamine 
antagonists and, more recently, ‘ histamine liberators.”’ 
This book does well in bringing together and analysing 
critically the facts about the anti-histamines. 

From the evidence of this survey and his own researches, 
carried out in the laboratories of Vallery-Radot and Halpern, 
who have contributed so much to our knowledge of the anti- 
histamines, Dr. Benos suggests that these drugs act in two 
ways. He attributes their specific anti-histamine action to a 
side-chain, similar to that of histamine, which blocks the 
cellular receptors for histamine and interferes with its effects 
on blood-vessels. Their general effects are due, he thinks, to 
a polyvalent anti-enzyme action based on the uptake of 
metallic ions, without’ which the enzymes are ineffective. 

The conclusions about the specific anti-histamine action 
depend on the interpretation of the vascular effects of hista- 
mine. The capillary exudation excited by histamine is attri- 
buted to arteriolar dilatation, which favours exudation from 
the proximal part of the capillaries as against osmotic reab- 
sorption from the distal part. Prevention of vasodilatation 
would thus stop exudation. 

The author suggests that side-effects are the result of the 
general anti-enzyme action. Inhibition has been demonstrated 
against tissue cathepsins, cytochrome oxidase, hyaluronidase, 
and glycolytic enzymes in the spinal cord. The bacteriostatic 
and fungistatic aetions may also be due to enzyme inhibition. 


The fascinating complexity of the anti-histamines is 
illustrated by the adrenergic, adrenolytic, and atropine- 
like actions which different drugs possess in addition to 
their anti-histamine action. Moreover, low doses inhibit. 
the stimulation of the pituitary-adrenal axis by hista- 
mine, whereas high doses stimulate this axis ; and these 
drugs have also been shown to be ‘“‘ histamine liberators.”’ 
By connecting these complicated parts, this book provides 
a coherent outline of the whole. 


Librairie Arnette. 1954. 


Anatomy of the Bronchovascular System 
Its Application to Surgery. GrorcEe L. BrrnBAuM, M.D., 
chief, surgical unit, Veterans Administration Regional 
Office, Portland, Oregon. Chicago: Year Book Pub- 
lishers. London; Interscience Publishers, 1954. Pp. 300. 
£5 12s. 

THE original aim of this monograph was to illustrate 
the anatomy of the pulmonary vessels, but Dr. Birnbaum 
extended his work to include the bronchial tree. 

The introductory chapters are concerned with the embryo- 
logy and anatomy of the bronchovascular system and common 
anomalies. Then there is a section on the surgery of the 
pulmonary vessels, the trachea, and the bronchi, and on 
excision of lung. Certain features receive more attention 
than others: the surgery of asthma is dealt with in detail 
and a tabulated description of resection of lung is perhaps 
too long. Congenital heart-disease is well illustrated, but 
possibly the most valuable part of the book is a 15-page 
atlas of pulmonary vessels, based on a study of 50 lungs. 
The illustrations are very well done throughout. Unfor- 
tunately the standard international nomenclature for the 
bronchial tree has not been used. 


The somewhat unusual approach makes the book 
interesting reading and, though it has no pretensions to 
be a textbook in the accepted sense, it will prove valuable 
to thoracic surgeons. 





Local Analgesia : 


Brachial Plexus (3rd ed. London : 
E. & 8. Livingstone. 


1954. Pp. 62. 10s. 6d.).—Prof. R. R. 


Macintosh and Prof. W. W. Mushin present a new revision 
of their useful, well-illustrated, and by this time well-known, 
little book. There are two new illustrations. 
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When the worst is over 


Skill and care have won the battle, and the exhausted body 
is recuperating. It is then that Burgoyne’s Tintara may 
mean the difference between long, dragging convalescence and 
a rapid recovery. For Tintara is not only beneficial but a 


really palatable burgundy. It contains no added alcohol or 





sugar and is a natural product of sun and ironstone soil. 
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P. B. BURGOYNE & CO. LTD., DOWGATE HILL, LONDON, E.C.4, TEL: CITY 1616 








In view of these analytical and 
general evidences this brandy may be'described 
as particularly suitable for medicinal purposes.” 

See “LANCET” July 22 "41899 p. 219 
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in anxiety states 


Anxine Tablets provide comprehensive symptomatic 
treatment of anxiety states, psychoneuroses and psychoso- 
matic disorders 


by improving mood and increasing confidence, 


by inducing gentle sedation and allaying anxiety 
and 
by securing the optimal degree of muscular relaxation. 


Although each of the three components of Anxine 
Tablets, dexamphetamine sulphate, cyclobarbitone and 
mephenesin, makes an important contribution to the amelio- 
ration of the symptoms of anxiety states, none is adequate 
alone. It is only when they are combined, in the form of 
Anxine Tablets, that maximum control of symptoms is 
Formula achieved. 


Each Anxine Tablet 
contains : 
Dexamphetamine 


sulphate 2°5 mg. 
Cyclobarbitone 35 mg. 
Mephenesin .. 120 mg. 


In bottles of 50 tablets. 








ALLEN & HANBURYS LTD - LONDON 
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Apical Localisation of Pulmonary 
Tuberculosis 


PROBABLY we have all wondered why in pulmonary 
tuberculosis the lesion is nearly always close to the 
apex. Davin T. Smrru and his colleagues! at Duke 
University, North Carolina, suggest a hypothesis 
which will interest workers both in tuberculosis and 
in cardiology. This hypothesis assumes a “ stream 
flow’ through the heart by which blood from the 
superior vena cava and blood from the inferior vena 
cava pass through the right auricle and _ right 
ventricle in layers without mixing fully. Most of the 
blood from the superior vena cava goes to the superior 
branches of the pulmonary artery and thence to the 
upper lobes of the lungs ; while most of the blood from 
the inferior vena cava goes to the lower part of the 
pulmonary artery and thence to the lower lobes. 
Consequently tuberculous material, spreading along 
lymphatics to the thoracic duct and thence to the 
superior vena cava, is carried along in the stream 
flow to the upper lobes as microscopic or macroscopic 
emboli, whereas most pulmonary infarcts (from emboli 
arising in pelvic or leg veins) are in the lower lobes. 


SMITH et al. describe experiments in rabbits which 
showed that particulate matter (lycopodium spores and 
tuberculous pus) injected intravenously caused pulmonary 
emboli whose distribution depended on the site of 
intravenous injection and on the posture of the animal. 
Thus, with the rabbits in their normal posture the 
infarcts were predominantly (80%) in the lower lobes 
after injection into an ear vein, but 52% were in the 
upper lobes after injections into the femoral vein ; 
while with rabbits in the vertical position there was a 
statistically significant difference in the position of 
infarcts (only 60% in lower lobes after injection into 
an ear vein and 30° in upper lobes after injection into 
the femoral vein). SMITH et al. remark that in the 
rabbit the heart, large blood-vessels, and mediastinum 
are very flexible, and when the posture is changed 
from horizontal to vertical the angle at which blood from 
the superior and inferior venz cave enters is also changed, 
so altering the stream flow and the sites of emboli. 

Coloured plastic material was next injected into the 
right auricle of dogs through the superior and inferior 
ven cave. The heart action ceased before the coloured 
plastics were injected. In 10 dogs injected in the supine 
position and in 5 out of 8 injected in the upright position 
the main mass of the coloured plastic went to the appro- 
priate lobes. In a further series of an unspecified number 
of dogs fixed in the vertical position, green plastic was 
injected into the left subclavian vein and red plastic 
simultaneously into the inferior vena cava and the right 
subclavian vein. The green plastic was distributed 
to both upper lobes as the predominant colour and is 
illustrated, in a drawing of a branch of the main pul- 
monary artery, as a distinct layer on top of the red and 
going to the superior branches while the red goes to the 
inferior branches. 





1. Smith, D. T., Abernathy, R. 8. + Baaita, G. B. jun., Bondurant, 6. 


Amer. Rev. Tuberc. 1954, 70, 547 ‘, Abernathy, R. S., Smith, 
G. B. jun., Smith, D. T. Ibid, p. 557; Bondurant, S., Smith, 
D. T. Ibid, p. 570. 
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It is unfortunate that this novel hypothesis has 
been advanced without fully convincing experi- 
mental evidence. The analogy with the double stream 
of blood in the portal vein? is obvious; but the 
portal vein is a straight tube where the simple hydro- 
dynamic principle “ that fluids of the same viscosity 
may flow side by side for a considerable distance 
with a minimum of admixture ”’ certainly operates. 
Does this principle also operate in a passage with two 
wide cavities, two sets of valves closing at least every 
second, an angle of almost 180°, and a T-junction of 
180° before the individual branches are reached ¢ 
Is it possible for layering of the blood-stream to 
persist through this ? The experiments with coloured 
plastic injected after the dog’s heart had ceased to 
beat do not answer these questions, Possibly observa- 
tions with radioactive material—such as_ those ® 
cited by SmirH et al. themselves as proof of the layer- 
ing in the portal vein—may yield further evidence. 
The experiments with lycopodium spores and tuber- 
culous pus certainly show a relative increase of 
embolism in the upper lobes when the animal is 
held upright and the ear is injected ; but this increase 
never amounted to more than 50% and, even if there 
were a direct analogy, this still ‘would not explain 
the great preponderance .of lesions of the upper 
third of the lung in man. Nevertheless this “‘ stream- 
flow ” hypothesis, though not yet proved, is certainly 
not disproved. 

Most recent experimental evidence supports the 
hypothesis, put forward by Orrn,* VoLLaNnp,® and 
Jacosy,® that the apical localisation of lung lesions 
results from relative anzemia due to the erect posture. 
MeEpLak and Sasano ? showed that the number and 
extent of pulmonary lesions in the upper lobes of 
rabbits was increased by keeping the animals upright 
for ten hours each day. Roruim and Unpritz ® 
produced lesions in the uppermost parts of the lungs 
in the flying fox, when hanging by its feet, its usual 
position. On the basis of established figures for 
intracardiac pressure (obtained by catheterisation 
of the right heart), Dock ® has pointed out that the 
pulmonary-arterial pressure in the upper 5 cm. of 
the lung, even in systole, can rarely be more than 
10 mm. Hg: since nearly 5 mm. Hg pressure is 
required to overcome the difference in colloidal 
osmotic pressure between the plasma and the pul- 
monary tissue-fluid, no tissue-fluid or lymph will 
be formed in the upper parts of the lungs of most 
adults while they are erect ; with decreased blood- 
flow there will be very slight gas exchange, leaving a 
high oxygen tension as in the frachea. Thus the 
tubercle bacillus is encouraged to grow, few macro- 
phages or antibodies are brought to the area, removal 
of bacteria and their products is almost nil, and a 
lesion develops. This conforms with the well-known 
fact }° that apical tuberculosis is rarely found with 
mitral stenosis. Recent opinion about the source of 


2. McIndoe, A. H., Arch, Surg. 19% 27, 15, “589 ; 
Copher, G. H., Dick, B.M. 17, 408. 

3. Hahn, P. F., Donald, W. D., Amer. J. Physiol. 
1945, 143, 105. 

4. Orth, J. Atiologisches 








Counsellor, V. 8. 

‘Ibid, 1928, 

Grier, R. C. jun. 

und Anatomisches tiber Lungen- 

sehwindsucht, Berlin, : . 20; Die Behandlung der 
Lungenschwindsucht in Hochgebirge, Leipzig, 1889; p. 23. 

. Volland, A. Dtsch. med. Z. 1889, p. 702. 

. Jacoby, E. Miinch. med. Wachr. 1397, 44, 197, 232. 

. Medilar, E. M., Sasano, K. T. Amer. Rev. Tuberc. 1936, 34, 456. 

. Rothlin, E., Undritz, E. Schweiz. Z. allg. Path. 1952, 15, 690. 

9. Dock, W. Amer. Rev. Tuberc. 1946. 34, 456. 

10. Cappell, D. In Muir’s Textbook of Pathology. London, 

1951; D. 433. 
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these apical infections is crystallised in FLoREy’s ! 
statement: “Infection occurring in adults is due 
either to activation of an infection that started in 
childhood or, probably more commonly, to a new 
infection’; and Ricu ™ agrees that reinfection may 
be exogenous or endogenous. Thus any compre- 
hensive hypothesis of the reason for the localisation 
of these lesions must allow for airborne or blood- 
borne infection. Dock’s explanation of the influence 
of posture does allow for any method of infection and 
gives an excellent reason for advocating, in treatment, 
recumbency for some time each day rather than 
simple restriction to bed. Smrrn’s stream-flow hypo- 
thesis may apply to some cases of endogenous 
reinfection of the apices, but not to all apical lesions. 


Not Poliomyelitis 

In the past few years a number of puzzling out- 
breaks of illnesses rather like poliomyelitis have been 
described. All of them were .at first attributed to 
poliomyelitis, but the aberrant features grew more 
striking as time wore on. Five outbreaks which have 
recently been reported have some interesting features 
in common. 

The first was at Akureyri, in Iceland, in the 1948-49 
winter.'* It began in November, 1948, and during the 
following three months there were 465 cases in the 
town, no less than 6-7°%, of the population being 
affected. Spread apparently was by personal contact 
and the incubation period was estimated at five to 
eight days. Prominent features of the illness included 
low-grade fever, pains in the nape of the neck and in 
the back, muscle tenderness, flaccid paresis of one or 
more muscle groups, and disturbances of sensation. 
Most cases would probably have been diagnosed 
individually as poliomyelitis, but the group as a 
whole had unusual characteristics. The high mor- 
bidity-rate (mainly among school-children in the 
15-19 age-group), the winter incidence, the mildness 
of the illness, the lack of fatalities, and the long 
duration, combined to make the diagnosis of polio- 
myelitis unlikely. Convalescence was usually slow, 
and only 6 out of the 57 more serious cases were 
completely free from symptoms seven to ten months 
afterwards. There were complaints of recurrent pain, 
fever, and pareses, and of nervousness, palpitation, 
and sweating. The cerebrospinal fluid, examined in 
a few cases, showed pleocytosis and increased protein ; 
but attempts at virus isolation and serological investi- 
gation yielded no evidence of infection by polio- 
myelitis, Coxsackie, or arthropod-borne encephalitis 
viruses. 

The second outbreak was in Adelaide during the 
Australian 1949 winter.!4 Early in the winter there had 
been quite a serious poliomyelitis epidemic, but in 
August a number of patients were noted to have normal 
protein content and cell-counts in their cerebrospinal 
fluids. During the period August, 1949, to April, 
1951, 1350 cases were admitted to hospital, of which 
800 had fewer than 10 cells per ml. in the cerebrospinal 
fluid—a much higher proportion of normal findings 
than is usual in poliomyelitis. Symptoms appeared 





ll. Florey, H. W. Lectures on General Pathology. London, 1954 : 


p. 662. 
12. Rich, A. R. The Pathogenesis of Tuberculosis. Springfield, 
Ill., 1951 ; chap. 19. 


13. Sigurdsson, B., Sigurjonsson, J,, Sigurdsson, J., Thorbelsson, J., 
Gudmunsson, K. R. Amer. J. Hyg. 1950, 52, 222. 
R.A. A. Med. J. Aust. 1951 i, 944. 


14. Pellew, 
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suddenly or gradually, the illness starting as a rule 
with a stiff neck and back, and a bursting headache. 
Diffuse mild muscle weakness was common, but 
muscle recovery was excellent. Fever was short-lived 
and there were no deaths. Yet, as in the Iceland 
epidemic, there were complaints of pain in various 
muscles during the following six months, and muscle 
weakness often came on three months after the main 
illness. Depression and difficulty in mental concentra- 
tion were other common sequelz. PELLEW!* draws an 
interesting contrast. One patient, a typical case of 
poliomyelitis with severe loss of muscle power and no 
muscle recovery, was nevertheless the most cheerful 
patient in the ward. Another patient with a polio- 
myelitis-like infection had completely regained all his 
muscle power but was extremely irritable and almost 
melancholic. No virus investigations were under- 
taken. 

The third outbreak occurred in the northern part 
of New York State during the late summer of 1950. 
Waite and Burtcu'® think it so similar to that 
described by Staurpsson et al.!3 that they name the 
infection Iceland fever. Once again the cases were 
at first regarded as atypical poliomyelitis infections, 
but the chief symptoms were muscle aching and ten- 
derness with overlying hyperesthesia, especially 
round the shoulder girdles, and weakness of the limb 
muscles without muscle wasting. Complaints of 
parzsthesiz and numbness were frequent. 8 patients 
seen fifteen months after their illness all had muscle 
aches and 7 said they were easily upset and depressed. 
In 9 out of 11 patients tested the cerebrospinal fluid 
was normal, but in the 2 cases examined earliest in 
the disease slight pleocytosis was found. The urinary 
creatine excretion was high in some of the patients, 
and Wuire and Burcu infer from this that muscle 
wasting or dysfunction was an important factor in the 
disease. Limited virological investigations revealed 
no evidence of poliomyelitis or Coxsackie virus 
infections. 

The other two outbreaks were both seen in nurses’ 
homes. One was in Coventry during the late summer 
and autumn of 1953.4° The nurses were working in 
wards to which patients with poliomyelitis were being 
admitted, and again the nurses were at first thought 
to have become infected with poliomyelitis. 13 of 65 
nurses, aged 18 to 46, took ill within a period of two 
months. The onset was insidious, with headache, 
backache, chills, and lethargy, and it was followed by 
diffuse paresis associated with muscle tenderness, 
pareesthesiz, and unsteadiness in response to effort. 
Except in | case, recovery was substantially complete 
within two months, but during convalescence there 
were complaints of inability to concentrate, and 
aching and fatigue in the affected limbs after exercise. 
In all these cases the cerebrospinal fluid was normal. 
Virus investigations yielded no evidence of polio- 
myelitis or Coxsackie virus infection, and some other 
neurotropic virus infections were also excluded. The 
Coventry, Iceland, New York State, and Australian 
outbreaks have many features in common with one 
in the nurses’ home of the Middlesex Hospital which 
is reported by Dr. ACHESON in our present issue. Here, 
too, the illness was usually mild, with a surprising 
absence of serious paralytic sequelze but with a dis- 


_ 








15. White, D. N., Burtch, R. B. Neurology, 1954, 7, 506. 
Lancet, Aug. 21, 1954, p. 350. 
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proportionately high degree of muscle pain ; and again 
no abnormalities were found in the cerebrospinal fluid. 
These cases differ from the others, however, in the 
relatively greater involvement of the pyramidal tracts 
and the brain-stem, and in the fact that sequele 
were less prominent. The suggestion that the 
cause was type-3 poliomyelitis virus could not be 
substantiated. 

It is perhaps worth pointing out that the laboratory 
study of outbreaks like these is a major undertaking. 
The search for an unknown causative virus may 
involve inoculation of materials from different sources 
into laboratory animals, fertile hens’ eggs, and 
different types of tissue-culture, and to these there 
have been recently added cortisone-treated mice 17 
and one-day-old mice.1* Yet there seem to be no short 
cuts if we want to abolish such unsatisfactory terms 
as “ poliomyelitis-like ” from our vocabulary. When 
we can name a disease we may be able to take our 
first steps to control it. 


Postmaturity 


FaTaL maturity may perhaps best be regarded as 
the time when the fcetus has gained the greatest 
possible benefit from intra-uterine existence !*; but 
unfortunately we still have no means of telling 
accurately when this time has been reached. Many 
pregnancies apparently last longer than forty weeks ; 
but, because of variable factors, the true duration is 
nearly always uncertain. The length of the menstrual 
cycle, for instance, varies between one woman and 
another and in the same woman from time to time, 
so the date of conception is hardly ever known 
accurately ; and even if this date were known, we 
could not expect that every foetus would reach 
maturity in the same time. 

Some argue that prolonged pregnancy can be 
explained by unreliability of the menstrual history, 
or else that it is physiological, one foetus taking longer 
than another to become mature; labour will begin 
at maturity and induction of labour is unnecessary. 
Others, while agreeing that some cases of protracted 
pregnancy can be so explained, believe that some- 
times the best time for labour is passed; the foetus 
continues to grow, causing labour to be abnormal and 
delivery more difficult, and the risk of foetal death 
is enhanced. To avoid this, some advise routine 
induction of labour after an arbitrary period—often 
fourteen days—beyond the expected date of confine- 
ment; while others restrict induction to cases in 
which the foetus is thought to be truly postmature. 
WRIGLEY *° believes that the postmature foetus 
can be recognised by the small amount of liquor 
amnii compared with the size of the fcetus on 
abdominal palpitation, by the size of the foetus 
(weight always over 7 lb.), and by its relative rigidity 
due to muscular development. Whether continuance 
of pregnancy beyond forty weeks is accompanied by 
increased risk to the foetus is not agreed ; but most 
of the recent reports have shown a significantly higher 
foetal mortality in cases delivered after the fortieth 
17. Miles, J. A. R., Dane, D. M.S. Med . J. Aust. 1953, i, 884. 

18. Stanley, N. F., Dorman, D. C., Ponsford, J. Aust, J. exp. Biol. 
med. Sci. 1953, 31, 31. 


19. Mills, W. G. See Brit. med. J. 1950, ii, 281. 
20. Wrigley, A. J. Proc. R. Soc. Med, 1946, 39, 569. 
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week dente in ine delivereid at term.2!-24 This “a 
been found to be not entirely due to the greater 
difficulty in delivery of the more rigid, larger baby 
with a less mouldable head. WALKER ** examined 
11,051 booked cases and showed that the mortality 
was increased in cases delivered after the end of 
the forty-first week. The stillbirth-rate and _ first- 
week postnatal-death rate, which was 11-7 and 11:5 
per 1000 for deliveries in the fortieth and forty-first 
weeks, rose to 28-5 for deliveries in or after the forty- 
third week. This increase was accounted for mainly 
by a greater number of unexplained fetal deaths 
in which no abnormality of pregnancy or labour 
could be detected. Necropsy showed the lesions of 
anoxia alone in 70% of these babies ; in the remainder 
maceration masked any changes. There was also an 
increase—though slighter and in primigravidez only— 
in the incidence of difficult labour and fetal 
deaths attributable to it ; this was due more to severe 
uterine dysfunction than to increased mechanical 
difficulty. In a further step towards better under- 
standing of this problem, WALKER studied the blood- 
oxygen levels of foetuses at vaginal and abdominal 
delivery in normal and abnormal cases. The satura- 
tion of blood in the umbilical vein fell from 70% 
at thirty weeks to 60% at thirty-nine or forty weeks, 
and to less than 30% at forty-three weeks. In 
WALKER’s view, 60% saturation represents almost 
100%, reserve of oxygen, but 30°% leaves no reserve if 
saturation should be further impaired during difficult 
labour. When foetal distress had been evident during 
difficult labour, the oxygen saturation was 30% or 
less ; whereas when no distress had been detected 
(even though labour had been difficult) higher levels 
were found. 

It seems therefore that the dangers of prolonged 
pregnancy are due more to the dwindling efficiency 
of the placenta than to the increasing size and decreas- 
ing flexibility of the foetus. In WALKER’s cases 
delivered after the fortieth week the foetal oxygen 
reserve was always reduced, but it was reduced more 
in some than in others. Since we have no measure of 
placental function that will detect serious impair- 
ment, it has been suggested that routine induction 
of labour when the expected date of confinement 
has been passed is better than any attempt at 
individual selection. Racker et al.?% believe that the 
interval that can be safely allowed is probably not 
more than seven days. Nevertheless even if such a 
scheme were adopted some selection would be 
necessary, if risks of prematurity and of induction 
itself were not to outweigh those of postmaturity ; 
for instance, the patient whose menstrual history 
is unreliable and the patient whose baby is clearly 
not at term would be excluded. Most will probably 
prefer to select cases individually at or shortly after 
term, allowing a longer interval for the remainder. 
Cases in which the danger of foetal death from anoxia 
is greatest are those where the placenta has pre- 
viously been damaged by threatened abortion or 
toxemia of pregnancy *® and those where the woman 
is over thirty years of age, especially if she is primi- 
gravid. _— the emphasis is moving from foetal 


21. Hamilton, - K. See Brit. med. J. 1950, ii, 281 

22. MeKiddie, J. M. J. Obstet. Gynec., Brit. Emp. 1949, 56, 386. 
23. Racker, D., - pups, C. E. G. H., anly, G. Lancet, 3958, di, 953. 
24. Walker, Emp. 1954, 

25. Walker, J., Turnbull, 5 io P. ou. Lancet, 1953, ii, Sis” 
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size to the state of the placenta; but cases of the 
type described by WricLry are a distinct entity 
and may lead to great difficulty in delivery unless 
recognised in time. 

Unfortunately we still have no means of inducing 
labour immediately and without risk. Though the 
membranes be ruptured, labour may not begin in 
a day or even a week. What is then to be done ? 
Browne ** believes that, where the foctus is of thirty- 
four or more weeks’ maturity and is normal, labour 
should never be induced surgically, unless the obste- 
trician is prepared to undertake cesarean section if 
delivery is not imminent after forty-eight hours. 
But some of those -vho would follow such a course 
for urgent induction because of maternal disorder, 
such as pre-eclamptic toxemia, might nevertheless 
hesitate to adopt it for a normal person, anyhow in 
the fortnight after the expected date of confinement. 
The question here is not only when to induce labour, 
but also the lengths to which we should go when the 
simplest methods do not succeed. More precise 
methods of detecting ageing of the placenta would 
enable us to select more rationally cases for prompt 
induction of labour. 


Annotations 





NUTRITION AFTER MASSIVE INTESTINAL 
RESECTION 


Tne time may come when the man with a middle-aged 
spread will present himself to the surgeon before seeking 
a life-assurance policy. Kremen et al.?’ have found that 
in dogs removal of the distal half of the small bowel is 
followed by lowered fat absorption and loss of weight, 
whereas removal of the proximal half has no such effect. 
In the clinical field, Henrikson excised part of the 
small bowel with the aim of correcting obesity, but the 
patient lost so much weight that it was difficult to 
strike a balance. Again in man, Kremen has added a 
touch of finesse by excluding, rather than excising, all 
but the terminal eighteen inches of the lower half of 
the small bowel; the excluded portion, opening distally 
into the transverse colon, is kept in abdominal store, 
as it were, so that if too much weight is being lost 
segments can be returned to activity by later operations. 
Accordingly the patient may eat to his stomach’s content 
and yet continue to lose weight. It seems that the 
absorption of fats may be affected selectively. Weckesser 
and Ankenny found that in dogs in which the distal 
two-thirds of the small intestine had been removed 
nitrogen was lost in the feces but to a lesser degree than 
fats, while carbohydrate excretion was unaffected ** ; but 
Kremen et al. found that the amount of nitrogen lost 
was to some extent linked to the fat excretion. 

Assessment of intestinal function is difficult since 
there is always a discrepancy between the results of 
absorption tests and the outcome of balance studies. 
Absorption tests are done individually for one ofthe three 
fundamental food elements, and a full load of the 
substance under investigation (methionine, for instance, 
if proteins are being considered) is given in a test dose. 
The gut may not be able to assimilate large quantities 
of such a substance, which it would receive in more 
dilute form in balance studies. Weckesser and Ankenny ®* 
tried the effect of vagal section on dogs after removal 


26. Browne, J.C. McC. Proc. R. Soc. Med. 1952, 45, 532. 
27. Kremen, A. J., Linner, J. H., Nelson, C. H. Ann. Surg. 1954, 
140, 439. 


28. Weckesser, E. C., Ankenny, J. L., Portman, A. F., Price, J. W., 
Cebul, F. A. Surgery, 1951, 30, 465 


of two-thirds of the small intestine. Fat absorption was 
increased only if vagotomy was done soon after resection ; 
this effect seemed to be unrelated to the transit time 

-which is hardly surprising since in idiopathic steator- 
rhea every opportunity for absorption is given to the 
gut by a natural delay in transit. 

It is unlikely that many surgeons will seriously consider 
resecting the small intestine for obesity ; but from time 
to time the problems of this operation come their way 
because, for example, of extensive mesenteric throm- 
bosis requiring wide resection, or Crohn’s disease requiring 
repeated resections. Haymond?®® surveyed 257 patients 
who for one reason or another had undergone massive 
resection of the small intestine. Diarrhoea was the 
commonest sequela; this was often severe and even 
led to death. It was best controlled by reducing the 
fat intake, maintaining the protein balance, and giving 
plenty of carbohydrate. His finding that 50% is the 
upper limit for the amount of small bowel that may be 
safely removed accords with the experimental findings 


of Kremen and_ his with 


colleagues, and those of 


Trzebicky *° and Monari *! many years earlier. 


THE YOUNG DISABLED 


Wuat with reablement centres, disablement resettle- 
ment officers, the quota, Remploy, disability pensions, 
and the rest, we are apt to think we are doing reasonably 
well by the disabled. But Mrs. Sharp,** surveying the 
social problems of the young disabled in Kent, found 
the needs of many of them so pressing that she could 
not merely record them and pass them by: in three 
out of every four homes which she visited she either 
gave much-needed advice herself or referred the handi- 
capped person to appropriate agencies. 

She confined her survey to people aged between 15 
and 45, and deliberately excluded all those disabled by 
blindness, deafness, epilepsy, mental defect, psychosis, 
or pulmonary tuberculosis, and all who were in full-time 
employment. She found a gap in our service for the 
disabled at the outset: she had great difficulty in 
discovering them. None of the bodies who had to do 
with them maintained a complete list of disabled people. 
Thanks, however, to the help of 17 voluntary societies, 
2 disabled people’s clubs, the Kent County Counail, the 
National Assistance Board, and the Ministries of Pensions 
and Labour, she was given introductions to 576 people 
with disabilities, and in addition 65 long-stay patients 
were referred to her by hospitals. Of this total of 641, 
419 were suitable for inclusion in the survey—2i2 men 
and 207 women. 


Of the 65 hospital patients, 25 were in four small units 
reserved mainly for younger patients by the regional 
hospital board. Of the remaining 40, dotted about the 
county, only 14 wished to be moved so that they could enjoy 
younger company. The rest wanted either to stay near their 
relatives, or to go on getting some special treatment for their 
disabilities, in the hospitals where they were already patients. 
Places were found in the special units for 4 of those who 
wished for transfer; but since there were no more places 
available, plans are being considered for collecting the rest 
in some other centre. 


Mrs. Sharp believes that most young patients, if they 
were given the choice on admission, would prefer to be 
sent among their contemporaries, where they could hope 
for more liveliness and companionship than is possible 
in a chronic ward. And such companionship might well 
save some from the frustration which turns them into 
difficult characters as the years go by. 





29. Haymond, H. E. Surg. Gynec. Obstet. 1935, 61, 693. 
Arch. klin. Chir, 1894, 48, 54. 
Beitr. klin. Chir. 1896, 16, 479. 
The Social Problems of Young Disabled Persons 
c Report submitted 
Awards and the South Kast 
Pp. 14. 


30. Traebicky, R. 

31. Monari, U. 

32. Sharp, M. U. 
and Long-Stay Hospital Patients in Kent. 
to the Leverhulme Research 


Metropolitan Regional Hospital Board. 1954. 








954 

1 Was 
tion ; 
time 
‘ator- 
o the 


sider 
time 
way 
1rom- 
liring 
bients 
ssive 
s the 
even 
y the 
riving 
s the 
ay be 
dings 
se of 


ettle- 
sions, 
nably 
ig the 
found 
could 
three 
either 
landi- 


en 15 
ed by 
hosis, 
l-time 
r the 
ty in 
to do 
eople. 
ieties, 
il, the 
nsions 
people 
tients 
f 641, 
2 men 


| units 
egional 
ut the 
l enjoy 
iw their 
r their 
atients. 
se who 
places 
he rest 


f they 
to be 
d hope 
ossible 
it well 
m into 


Persons 
bmitted 
th Kast 





THE LANCET] 
Of the 354 patients in their own homes or in institu- 
tions, about 250 were severely handicapped. 


They included 41 with cerebral palsy. Of these, 16 were 
aged 15-19, 15 were 20-30, and only 4 were over 35—which 
confirms a Ministry of Health finding that the older “ spastics 
are difficult to locate. Other diseases of the nervous system 
accounted for 94 patients, of whom 32 had disseminated 
sclerosis, 19 progressive muscular atrophy, and 13 hemiplegia. 
Poliomyelitis (classified with the infective diseases) had 
disabled 68, and rheumatism 52. 

Mrs. Sharp found that disabled people who could count 
on the affection of their families were often cheerful, and 
willing to do what they could for themselves ; but they 
ran a risk of being over-protected, and hence hindered 
from doing as much as they might have done. Thus 
some were prevented by solicitous relatives from going 
away for training courses. She found many cases where 
the strength of ageing relatives could have been con- 
served by labour-saving gadgets or devices which would 
enable the handicapped person to feed, wash, and dress 
himself. She suggests that such necessary devices might 
well be supplied under the National Health Service. 
Other problems could be eased by the housing authorities, 
who are often able and willing to alter premises, replace 
steps with ramps up which a chair can be propelled, 
equip kitchens for the disabled housewife, or if necessary 
rehouse the family in more suitable quarters. The 
disabled, however, are not always aware of this. Mrs. 
Sharp cites the case of a mother who carried her 21-year- 
old son to his chair from the basement and along an 
alley, too narrow for the chair to enter. 

She notes how often proficiency in handicrafts was 
allowed to decline because the patient had no market. 
She notes too the need for hostels where disabled people 
can live and receive a certain amount of care, yet go 
out to work; and she urges that the permissive powers 
of local authorities to provide welfare services for the 
handicapped should now become obligatory. This would 
make for better use and better codrdination of our 
resources. How much this is needed is shown by the 
fact that, in the course of her survey, Mrs. Sharp referred 
22 people to the Red Cross for help with handicrafts, 
and 15 for friendly visits, arranged for another 15 to 
be invited to join disabled clubs, consulted with the 
D.R.O. or the youth employment officer about the pros- 
pects of work for 30, passed on 13 young people to the 
Scouts and Guides, advised 12 on gadgets, arranged 
correspondence courses for 2 and holidays for 3, recom- 
mended 6 for private employment, passed on the names 
of 7 to the Remploy home employment scheme, placed 
5 in homes, introduced 5 cerebral-palsy patients to the 


National Spastics Society, arranged for one man to get: 


a wheelchair, and sent one woman for a rehabilitation 
course, and a@ man and a woman for courses of training 
which may enable them to earn again after years of 
invalidism. In short a substantia) quantity of social 
work was being overlooked. 

That so much could be achieved, as a by-product, by 
someone working at a different task suggests that a fully 
informed and codrdinated service for the disabled would 
find plenty to do. 


“ABDOMINAL MIGRAINE” 


AT one time paroxysmal abdominal pain without 
evident cause in children was sometimes ascribed to 
“abdominal migraine.’’ But both Hughlings Jackson 
and Trousseau were alive to the possibility tha: such pain 
might be due to epilepsy—a suggestion that has been 
strongly reinforeed by Moore,! who pointed out that this 
condition responded to anticonvulsants but not to ergota- 
mine tartrate. Blumberg * has lately described a further 
case in which the diagnosis apparently rested on a 





1. Moore, M. T. J. Amer, med. Ass. 1944, 124, 561. 
2. Blumberg, M. L. J. Pediat. 1954, 45, 89. 
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history of episodic, paroxysmal pain, absence of signs 
of visceral disease, responsiveness to an anticonvulsant 
(troxidone), and ‘‘ epileptic’? changes in the electro- 
encephalogram (£.E.G.). Children who have recurrent 
and seemingly causeless abdominal pain should be 
carefully examined for a local lesion, whatever the 
E.E.G. may show ; but once abdominal epilepsy has been 
diagnosed anticonvulsant drugs should be administered. 
Whether much is gained by insisting here on the ominous 
term epilepsy in preference to migraine is doubtful; for 
the “ idiopathic’’ forms of these two conditions in children 
still seem closely linked in many cases. 


STERILITY IN EYEDROPS 


‘* EYEDROPS,”’ the British Pharmaceutical Codex says, 
‘“must be freshly prepared with aseptic precautions, 
and dispensed in previously sterilised containers. A 
suitable fungistatic, such as Solution for Eye-drops, should 
be used in preparations liable to support the growth of 
moulds, Care should be taken to avoid contamination 
during use.’’! Adequate in theory, these precautions are 
difficult to maintain in practice. No matter how sterile 
the solutions may be initially, contamination is almost 
inevitable once the bottles are opened. The resultant 
eye infections may be serious,?~* and even lead to 
blindness.® 

Pseudomonas pyocyanea is among the commonest and 
most dangerous contaminants, and for that reason it 
was used as test organism by Klein, Millwood, and 
Walther, whose investigations into the comparative 
efficiency of various eyedrop preservatives are now 
reported. As a preliminary they determined the bac- 
tericidal effect on Ps. pyocyanea of a number of 
commonly used antiseptics in a medium of Needham’s 
broth, incubated at 37°C for 48 hours. The antiseptics 
giving satisfactory results, and suitable for eye-drops, 
were then tested by adding them to solutions of atropine 
sulphate (0-5%), eserine salicylate (0-25), and sodium 
fluorescein (2%). These solutions containing the preserva- 
tive were infected with 0-02 ml. of an 18-hour culture of 
Ps. pyocyanea, and subcultures were taken at intervals 
up to 24 hours. It was found that 0-1% chlorocresol 
killed Ps. pyocyavea almost instantaneously in all three 
solutions ; but in this concentration chlorocresol causes 
smarting when dropped into the eye. A weaker concen- 
tration (0-:03%) took 2-4 hours to render an atropine 
solution sterile, and more than 6 hours to kill the 
organisms in fluorescein and eserine. The effect of 0-5% 
chlorbutol apparently depended on whether it had been 
dissolved with or without heating ; when heat had not 
been used in preparing the solution, no organisms were 
found on sukeulture after 2 hours, but when heat had 
been used the fluorescein and eserine drops remained 
contaminated for 6 hours at least, and the atropine drops 
for 24 hours. Since chlorbutol is volatile, evaporation 
may easily reduce its concentration to below an effective 
level: a saturated solution’ (approximately 0-8°,) is 
thus safer, but even this should be used with care. An 
advantage of chlorbutol is that it has a mild analgesic 
action on the eye. With 05% phenylethy) alcohol 
Ps. pyocyanea remained viable for over 3 hours, but 0-6% 
killed the organisms within an hour; this difference 
could be important with eyedrops used in outpatient 
departments. 0-005%, thiomersalate killed Ps. pyocyanea 
within 2 hours in fluorescein and eserine, which are 
especially liable to contamination with these organisms, 
but it took over 5 hours to render atropine sterile. 0-1% 
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. Bignell, J. L. Brit. J. Ophthal. 1951, 35, 419. 

. Rintelen, F. Ophthalmologica, Basel, 1951, 121, 131. 
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p-hydroxybenzoates proved éective except with fluores- 
cein ; with both atropine and eserine a new combination 
of p-hydroxybenzoate (Nipa 82121), supplied by the 
makers, was better than the former combination ‘ Nipa- 
sept.’ Klein et al. note that though the concentration 
(0:9%) of benzyl aleohol which is used in original stock 
solutions of cortisone acetate is effective against Ps. 
pyocyanea, when the drops are diluted for use the con- 
centration falls to below an effective level. They suggest 
that this is the explanation of infections which have 
followed the use of cortisone eyedrops, and they recom- 
mend that 0-9°% should be the concentration in the final 
preparation of drops. 


CHROMATOGRAPHY 

CHROMATOGRAPHY is a generic name covering tech- 
niques for separating inorganic and organic chemical 
substances from mixtures. It has been used by chemists 
for more than a century, and as long ago as 1910 Tswett ? 
separated plant and animal pigments by means of simple 
adsorption chromatographic analysis; but only in the 
last twenty-five years have its principles and applications 
been studied at all extensively. The subject is reviewed 
in the latest issue of the British Medical Bulletin.® 

There are two main types of chromatographic separa- 
tion : adsorption and partition. 

In adsorption chromatography a mixture of substances in 
solution is applied to a solid phase of some inert substance— 
for example, powdered calcium carbonate in a column *— 
and successive small quantities of the solvent are then applied. 
The components of the mixture move down the column to 
positions dictated by differences in their distribution between 
the solid and liquid phase. They can be recovered either by 
cutting up the column or by washing them off the column 
with successive applications of solvent in the order in which 
they have separated. 

Partition chromatography, on the other hand, depends on the 
differential solubilities of the components of the mixture in 
two liquid phases. One of these phases is mobile and travels 
down the column, and the other is stationary and. held in the 
column on a chemically inert scaffolding such as silica-gel * 
or paper.® 
Most chromatographic techniques are based on one or 
other of these two principles. For instance, volatile 
substances can be separated by partition chromato- 
graphy between a mobile gas phase, and a stationary 
liquid phase held on a column of inert scaffolding 
material.6 Gas-liquid chromatography is said to be 
more efficient- and quicker than any other form.’ 

By a third method, which involves the use of ion- 
exchange resins, an ion from the solution is exchanged 
for an ion of the same charge which was previously held 
by the resin. This method has been applied particularly 
to the separation of mixtures of proteins ® and of 
amino-acids.°® 

Partition chromatography, using ¢ scaffolding of 
filter-paper to support the stationary phase, has perhaps 
the most to offer in the elucidation of clinical problems. 
This method requires only minute amounts of material ; 
it is technically easy, provided its principles are borne 
in mind; and the apparatus is simple. 

A mixture of substances is put on a filter-paper strip or 
square, which is then equilibrated with the stationary phase 
of the solvent mixture. When equilibration is complete the 
mobile phase is allowed to run up the paper by capillary 
attraction. After the run is finished the paper is dried, and 
it is either sprayed with a reagent which produces a colour 
with the components of the mixture, or examined under 
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slerentolen light. In either case the components can be seen 
as spots which have moved up the paper for a distance which 
is characteristic for each component under the solvent, 
temperature, and paper conditions for that particular run. 
Substances are characterised by the ratio of the distance 
run by the spot to the total distance run by the solvent front, 
and this is known as the Rr value of the substance. Under 
the conditions obtaining for any particular run that ratio will 
be constant for each individual ; and if known reference sub- 
stances are run on the same paper and one is found to have 
the same Rr value as any component of the mixture, there is a 
strong presumption that the two are identical. The method 
has been extended by running material in two directions 
successively, with different solvent systems for each direction. 





With this technique it has been possible to identify 
individual amino-acids in urine and other biological 


fluids }°; the thyroid hormones " ; porphyrins in extracts 
of feces ‘and urine !2; and abnormal sugars in blood and 
urine.’ This technique has also been applied to the 


separation of mixtures of steroid hormones in biological 
material 1425 and of bile acids.!* 


LOCAL MALIGNANCY IN PROSTATIC CANCER 


THE incidental finding by Rich #7 and by Moore 3 of a 
high proportion of symptomless and apparently harmless 
carcinomas of the prostate in necropsy and surgical 
material was amply confirmed within ten years. The 
highest figure for incidence previously reported—44% by 
Baron and Angrist }*—has now been exceeded ‘n necropsy 
material very thoroughly examined by Franks,?° who 
found microscopic evidence of carcinoma in three- 
quarters of the prostates of men who had died in the 
ninth decade and in all of a small number in the tenth. 
Apparently, if life continues long enough, every prostate 
will eventually show some degree of malignant develop- 
ment but in a large proportion of men the disease remains 
localised and symptomless. This form of prostatic carci- 
noma Franks refers to as latent cancer, thus implying 
that, like certain other localised tumours, it has the 
capacity for more vigorous and aggressive growth than is 
manifest when it is found. 

This may be so, but there is no proof. Latent cancer 
certainly occurs, and when growths have regressed or 
metastases become “ silent ’’ or symptomless the term is 
justifiable. Capacities that have once been revealed may 
be restored. There exists on the other hand a large 
group of locally malignant growths that can be treated 
as such without fear of further spread. Among these 
are carcinoid of the appendix, parotid tumours, 
rodent ulcer, melanoma of the retina, fibrosarcoma, 
lymphosarcoma of the small intestine, and many others 
in old age. It is improbable that these would have 
remained a distinctive group with a favourable prognosis 
had they or a high proportion among them been latent, 
potentially fully aggressive, growths. It is very doubtful 
whether the conception of latency which was introduced 
by experimental pathologists to describe a definite 
reproducible state in the early genesis of tumours *! is 
applicable to any well-developed neoplasms which, when 
found, have already infiltrated. The old term “ locally 
malignant ’’ seems preferable. This implies no more 
than it says. 





Dr. H. M. Traguarr, consulting ophthalmic surgeon 
to the Edinburgh Royal Infirmary, died on Nov. 14 at 
the age of 79. 
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‘Special Articles 


THE - CHEMOTHERAPY OF LEPROSY 
LATE RESULTS OF TREATMENT WITH 
SULPHONE, AND WITH THIOSEMICARBAZONE 


JoHN LowE 
C.B.E., M.D. Birm., F.R.C.P. 


MEDICAL SECRETARY, 
ASSOCIATION ; 


BRITISH EMPIRE LEPROSY RELIEF 
LATE SENIOR SPECIALIST, NIGERIA LEPROSY 
SERVICE 

TuIs paper is based on the results of treatment of 
leprosy observed in over 1000 carefully selected patients 
in the research unit attached to the Leprosy Settlement, 
Usuakoli, East Nigeria, in the eight years from March, 
1946 to March, 1954.* As described in reports made 
during various phases of the work ! #2 14 15 the chemo- 
therapeutic agents have included various sulphones 
—diasone, sulphetrone, promin, diaminodiphenylsul- 
phone (dapsone)—p-aminosalicylic acid, streptomycin, 
thiosemicarbazone, isoniazid, and other agents. By 
far the best results have been obtained with sulphones 
(particularly dapsone) and TB1/698 (p-acetamido- 
benzaldehyde thiosemicarbazone). 

The findings of these therapeutic studies have in general 
supported, and been supported by, the findings of workers 
in other countries. Sulphone and thiosemicarbazone 
are now widely used. From evidence so far available, it 
appears that the other agents mentioned can play only 
a small part in the treatment of leprosy, although 
isoniazid, in combination with other agents, may be 
worth further study. 

Little information has been published, however, on 
late results. In this paper I shall present results observed 
as long as eight years after the beginning of treatment 
with sulphone, and thirty-eight months after the 
beginning of treatment, with thiosemicarbazone. 


Sulphone Treatment 

The methods, toxic effects, and earlier results of 
treatment with sulphone have already been described.4 
The toxic effects are the result of allergy, the most 
serious being exfoliative dermatitis and sometimes 
hepatitis. With prompt diagnosis, followed by stopping 
of sulphone, and treatment with corticotrophin or 
cortisone,® recovery is complete and rapid. 

The late results of treatment exclusively with sulphone 
are discussed in detail in a recent report ?* which 
endeavours to answer two questions: (1) in how many 
of the patients treated for several years has the disease 
been arrested ; and (2) in how many such cases has the 
arrest been maintained ? 

ARREST OF INFECTION 

In March, 1954, I reviewed the 131 cases in which 
treatment started between March, 1946, and March, 1948. 
Of these patients, 2 had died, 3 had absconded, and 
9 had been transferred for treatment elsewhere, before 
the disease was arrested. This left 117 for study : 

Treatment started in March, 1946.—All 39 cases were clini- 
cally inactive. In 1 there were still a few bacilli in the lesions. 

Treatment started during 1947.—All 36 cases were clinically 
inactive. In 4 there were still a few bacilli in the lesions. 

Treatment started early in 1948.—All 42 cases were clinically 
inactive. In 7 there were still few a bacilli in the lesions. 


The series may be summarised as follows : 


Lepromatous cases arrested and discharged 77 
Lepromatous cases arrested awaiting discharge 17 

Lepromatous cases arrested but died (2) or absconded (1) 
before discharge 3 

Lepromatous cases showing clinical arrest but smears still 
showed a few bacilli .. vo 12 
Tuberculoid cases arrested and discharged 8 
117 





* The therapeutic research was started by Dr. T. F. Davey, 
from whom I took over in January, 1948. 
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From these observations one broad conclusion stenils 
out. The response of leprosy to sulphone treatment is 
very slow, but very sure. In not one of these 117 cases 
has the treatment failed to produce a definite and pro- 
gressive improvement leading, in the course of years, to 
clinical inactivity and (it appears) finally to bacterio- 
logical negativity. It is true that in many of these cases 
there have been periods, and sometimes quite long 
periods, when improvement seemed negligible, and one 
has wondered whether the lesions would ever become 
bacteriologically negative. The indications are that in 
time they all do. 

Another very encouraging fact should be recorded. 
In none of these patients treated with sulphone have we 
observed the phenomenon of improvement followed by 
deterioration. This phenomenon probably indicates 
the development of drug resistance, and is not infre- 
quently seen in the chemotherapy of other infections— 
e.g., tuberculosis—and even in the chemotherapy of 
leprosy with agents other than sulphones. The fact that 
we have not seen it does not prove that the leprosy 
bacillus never beconies resistant to sulphones, but it 
does show that, in East Nigeria at any rate, such drug 
resistance is insufficient to enable the infection to escape 
control by the drug administered in the usual doses. 


RELAPSE 


During the period under review 252 patients, 
treated exclusively with sulphone, were rendered fit for 
discharge. 

The criteria for cessation of treatment and discharge varied 
with the type of case. In lepromatous cases (all bacterio- 
logically positive) treatment was continued until the disease 
had been clinically inactive, and until “ smears” from the 
lesions had been found and remained bacteriologically negative, 
for, in most cases, twelve months, with a minimum total 
period of treatment of twenty-four months. In _non- 
lepromatous cases (nearly all tuberculoid and nearly all 
bacteriologically negative) six months’ clinical inactivity, 
and a minimum treatment period, in most cases, of one year 
(later extended to eighteen months). 


Relapse in Lepromatous Cases 

Lepromatous cases in this series numbered 162. They 
varied widely in Severity. Before treatment they were 
classified, on the results of bacterial examination of 
smears taken from the lesions, as : 


Heavy infectious (4 +3 +) >. a9 ae 46 
Moderate (2 +) Ly os os 52 
Mild oo G+) bi is ry 64 

162 


The period of treatment necessary to render the disease 
clinically inactive and the lesions bacteriologically negative 
varied between a few months (in a few very mild cases) 
and seventy-four months, the average being twenty-eight 
months. The total period of treatment before discharge 
varied between twenty-four months and eighty-two months 
(average forty-one months). The period between discharge 
and my review varied from a few weeks to sixty-one months 
(average twenty-two months). 


Of these 162 patients, 14 had only recently been dis- 
charged and were not yet due for re-examination. 
Of the remaining 148, 139 (94%) had been examined 
since discharge, some of them only once, most of them 
‘more than once, and some as many as nine times at 
intervals of several months for periods up to five years. 
The findings at the re-examinations were : 

No sign of relapse, clinical or bacteriological .. ee ee ae 


Slight clinica] signs of relapse (neuritis only) . 
Slight bacteriological relapse (a few acid-fast bacilli found 4 in 


smears) . ‘ 13 
Clinical and ‘pacteriological signs of relapse - ‘a od 0 
139 


Thus in not a single case has there been any really serious 
relapse. In 15 (11%) there was some evidence of relapse, 
but it was always slight. 
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In the 2 patients showing neuritis, this finding was very 
recent: treatment was resumed, the neuritis subsided in a 
few weeks, and no other signs appeared. 

Of the 13 showing a few bacilli in smears (often in the ear 
lobe), 3 were readmitted for treatment and rapidly became 
negative. Of the other 10, 2 were referred elsewhere for treat- 
ment, and | of these, recently examined, was found negative 
three months later ; the other was not seen again. The striking 
finding, however, is in the remaining 8 cases showing a few 
bacilli on re-examination. They were sent away with no 
resumption of treatment, and told to report again later ; 
6 of them did so, and 5 of the 6 were then found negative ; 
the 6th still showed a few acid-fast bacilli in smears, but no 
other evidence of relapse. 


It may be that further studies will show that, in the 
absenee of clinical evidence of the relapse, the finding 
of a few bacilli is of no serious importance. 

The average time from the cessation of treatment to 
the detection of relapse was seven and a half months. 
In 12 of the 15 cases, the relapse occurred within one 
year. In not a single case was relapse detected at more 
than two years after the cessation of treatment, although 
in some of the 139 cases the period of observation was 
as long as five years. Our finding, therefore, is that 
‘relapse’? occurs early or not at all. If this is confirmed, 
it is a very important finding. In answer to the suggestion 
that late relapse may present a real problem, we can 
say that in Nigeria, so far, it has not done so. 

These results are almost better than one had dared to 
hope. 


Relapse in Tuberculoid Cases 

The tuberculoid cases treated with sulphones only 
and then discharged numbered 90. 9 of these were 
not due for re-examination. Of the remaining 81, 69 
(85%) had been examined since discharge, most of them 
more than once, and some up to eight times, for periods 
up to four years. 

Among these 69 cases there were 8 (12%) with reacti- 
yation of the disease. This reactivation was clinical 
only; in none had smears from the lesions become 
positive, 

Of these 8 relapses, 7 occurred between three and twelve 
months after cessation of treatment ; the other was detected 
twenty-eight months after cessation of treatment. 

6 of the 8 patients had received less than the usual period 
of treatment. In the light of this experience, a minimum 
period of eighteen months (preferably two years) treatment 
is recommended in tuberculoid cases, although clinical 
inactivation is common within one year. 

In all 8 cases, the original lesions became active again, 
sometimes with increase in their size and sometimes with 
neuritis of the previously affected nerves. In none did new 
lesions appear, although in similar cases not included in the 
present series this has occasionally been seen. The relapse 
had no serious effects, although it might have done so if 
undetected or untreated. In all 8 cases resumption of sulphone 
treatment was followed by subsidence of the activity. 6 
of the 8 patients had again been discharged, while 2 were 
still completing their second course of treatment. 

A relapse-rate of 12% (8 out of 69 cases) is perhaps higher 
than was expected, for tuberculoid leprosy is relatively mild, 
with characterised relative immunity to the infection. It 
should be noted, however, that after we increased the period 
of treatment in this condition relapses became far fewer. 


DISCUSSION 


Reports of late results of sulphone treatment have 
been few, but two have come from the National Lepro- 
sarium, Carville, Louisiana, U.S.A. 

Erickson ? reported that of 77 lepromatous cases arrested 
by sulphone treatment and discharged from the hospital, 
33 had been re-examined and 6 cases of relapse had been 
detected. Of the 33 cases re-examined, 11 had ceased treat- 


ment on discharge, and 5 of these showed relapse ; the remain- 
ing 22 had continued treatment after discharge and of these 
only 1 showed relapse. Erickson himself points out that these 
figures may be misleading, that routine re-examination was 
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not made of all discharged patients, and that those who had 
relapsed were more likely to have come for re-examination 
than those who had not. Erickson says: ‘‘ The fact that 
relapses have occurred does not brand the sulphones as 
failures in the therapy of leprosy. In fact, it detracts very 
little, if any, from the reported value of these drugs in this 
relentless disease.” 

The paper of Wolcott and Ross !* does not deal with relapse 
after treatment, but with reactivation of the quiescent or 
arrested disease during treatment. It states that several 
such cases have been seen, and it records and illustrates 3 of 
them. ‘ 


One cannot ignore the fact that the findings in the 
United States have been less favourable than those here 
recorded from Nigeria. One hesitates to suggest that the 
Nigerian form of sulphone treatment (previously disubsti- 
tuted sulphones and now diaminodiphenylsulphone, both 
given orally) is more effective than that most com- 
monly used in the United States (intravenous promin) ; 
but there are theoretical and practical objections to 
intravenous promin.® It may be that, for some unknown 
reason, patients in the United States—and, it is reliably 
reported, in Britain—respond to sulphone less well 
than patients in Nigeria. But we are justified in judging 
the efficacy of treatment mainly by the response 
observed in patients in the great endemic foci of the 
disease, rather than in countries where leprosy is a 
minor problem. | E 

Erickson’s recommendation that treatment should 
be continued indefinitely to prevent relapse is hardly 
justified by our experience in Nigeria; but, if further 
experience shows it to be advisable, such after-treatment 
with oral dapsone is so simple and economical that it 
presents no difficulty. 


Thiosemicarbazone Treatment 
Our use of TB1/698 (p-acetamidobenzaldehyde thio- 
semicarbazone) in leprosy started in October, 1950, 
in a small group of cases, and has since continued on an 
increasing scale. By the end of last year, 273 patients 


had been treated, for periods up to thirty-eight 
months. I am now able to confirm in general the 
views expressed after twelve and thirty months’ 


treatment 7 2 ; 
entirely fulfilled. 
The methods of administration and the toxic effects 
have been discussed elsewhere.? 2212 In our series of 
273 cases three serious toxic effects have been seen: 
acute agranulocytosis (5 cases); severe and rapidly 
developing toxic anzwmia (6 cases); severe hepatitis 
(3 cases). To these effects 2 deaths have been attributed. 


but the earlier promise has not been 


TABLE I—-BACTERIOLOGICAL RESULTS OF THIOSEMICARBAZONE 
TREATMENT OF 69 CASES OF LEPROMATOUS LEPROSY 








| 
Bacteriological status 








Period _ — Raed Fae RR ST eee ——tr 
ee } After treatment 
. | Before treatment | " 
ment } iT ; 
4+ 1),3+ |] 24 | 1+ | Negative 
4+ 10 cases oe CF 2 | 0 
3+ | 7 cases 0 Oot Brpobyd 1 
24-38 2+ 8 cases | 0 0 Bd ee 3 
months | 1+ 5 cases 0 POG Ag 5 
| 30 cases 0 4 B...4 9 9 
gr 3cases | 0 2 hb 1 4e | 0 
34 3 cases 0 1 we oe | 0 
12-24 | 2 5 cases 0 e's “9-4 | 0 
months | 14 3 cases es Ps hie Be muy 2 
j 14 cases 0 3 | 3 | 6 2 
aes | 4 | 2 cases 0 ee 0 | 0 
i oe | Bee Tie a Pee Pe Pay 
e-12 | 2+ | 15 cases o | 0 Se ee 0 
ie + R anse, { j 9 
montes | 1+ | Genco | © | 0) Oo} 4} 3 
| 25 cases o/s |ajlwe] 2 
} | | | 
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TABLE II—BACTERIOLOGICAL RESULTS OF SULPHONE TREAT- 
MENT OF 35 CASES OF LEPROMATOUS LEPROSY FOR 30-38 
MONTHS 





Bacteriological status 





After treatment 





Before treatment trate me: 











4+ 3+ 2+ 1+ Negative 
ere Circ. tat’ TER Seed ites eee bine rae Bat 4 
3+. "Het [Sos Hae OT Wie a eG a 2 
3+ | oo 0 0 0 0 | 2 
1+ | ta ie ee A Gus 6 
ee ee Bo eS 14 


0 2 





3 other patients died from fulminating gastro-enteritis 
probably not caused by the treatment, but possibly 
aggravated by it. 

ARREST OF INFECTION 


The earlier results having been fully recorded,’ # 
I shall concentrate here on the later results. 


Lepromatous Cases with No Previous Treatment 

86 lepromatous cases were treated with thiosemi- 
carbazone only, and in almost all of them the early 
clinical results were good. Slowly but surely the leprous 
lesions became less marked, the nodules and infiltrations 
less obvious, the neuritis less troublesome, the nerves 
sometimes less thick, the eye inflammation less, and so on. 
Within twelve months clinical improvement was nearly 
always definite or considerable. During the second twelve 
months, in most cases, improvement was slower but 
steady and definite in all but a few cases. During the 
third twelve months, however, though improvement 
sometimes continued, it did not always do so, and there 
were cases of definite deterioration, sometimes quite 
rapid. 

Thus, though the early clinical results were good, 
the late results have on the whole been disappointing, 
and in some cases bad. It seems probable that, with 
prolonged use, the drug is liable to lose its efficacy, 
possibly through the bacilli becoming resistant. 

The bacteriological results are summarised in table 1. 
(17 cases with less than six months’ treatment are not 
analysed.) 

These results, like the clinical ones, are rather dis- 
appointing. While nearly all the cases showed improve- 
ment, this was sometimes not very substantial, even after 
three years. Moreover (though this is not shown in 
the table) there were cases where the number of bacilli 
increased in the third year. It may be instructive to 
compare the first part of this table with table m, taken 
from a previous report!‘ on the results of sulphone 
treatment for thirty to thirty-eight months : 

Relapse.—3 lepromatous cases classed as ‘“‘ disease 
arrested ’’ had been out of hospital for fifteen, five, and 
three months. On re-examination, 1 of these showed 
slight relapse, bacteriological but not clinical. 


Lepromatous Cases Previously Treated with Sulphone 


Included in our 273 cases are 45 lepromatous cases 
previously treated with sulphone but with difficulty 
because of the following complications : 


Cases 
Severe and repeated “ eras. Mh és oa 23 
Severe neuritis .. "S4 os he 10 
Eye inflammation s wa av se 3 
Sulphone ene Re é% bs cy 4 
Slow progress a at oe me wa 5 
45 


In the 5 cases in which progress on sulphone treatment 
was slow, the change to TB1 treatment produced no 
appasent increase in the rate of progress. In the other 
40 cases the change was beneficial in almost every case. 


In the 4 cases in which psychosis had developed on sulphone 
treatment, TB1 treatment presented no such difficulty. 





_¢arbazone numbered 110. 
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In the 36 cases in rarer reaction, neuritis, or iritis had made 
continuous sulphone treatment difficult or impossible, the 
complications were not abolished at once under thiosemi- 
carbazone therapy, but the attacks became less frequent and 
less severe and finally disappeared, and the leprosy improved. 
In some of these patients, however, improvement later became 
negligible, and in some of them sulphone treatment was 
resumed in the hope of speeding recovery. 

This group of 45 patients illustrates what is felt to 
be the most important use of TBl—namely, for cases 
in which sulphone treatment presents real difficulty. 
In such cases, after TB1 treatment has been given with 
benefit for one year (or perhaps eighteen months) and 
complications have died down, the resumption of sulphone 
treatment is strongly recommended. 


Tuberculoid and Other Cases 

Tuberculoid cases of leprosy treated only with thiosemi- 
Results on the whole were 
good—as good as, and possibly sometimes slightly 
better than, with sulphone. Of these 110, 39 completed 
treatment and were discharged at the time of review. 
36 were due for re-examination and 33 had actually been 
re-examined, after periods of up to fifteen months. 3 
cases (9%) of relapse had been detected. 

12 other tuberculoid cases previously treated with 
sulphones, but with difficulty because of complications, 
were treated with thiosemicarbazone with much less 
difficulty and with results similar to those described 
above. 

9 cases of “* borderline” type, and 2 of ‘ indeter- 
minate’’ -type were treated with thiosemicarbazone 
for periods up to thirty months, with similar results. 
One of the borderline cases, treated for twenty-five 
months with clinical arrest, and with negative smears 
for twelve months before discharge, showed clinical and 
bacteriological relapse within three months. 


Discussion 


Compared with sulphone, thiosemicarbazone has more 
limitations in the treatment of leprosy. It is more 
expensive and more troublesome to administer (twice 
daily instead of once daily or less) ; its toxic effects are 
about as common but more serious and more often fatal ; 
and it is liable to*lose its therapeutic action. For these 
reasons we have thought it unjustifiable to continue 
thiosemicarbazone therapy for a long time, and hence 
we have no really late results which we can compare 
closely with the late results of sulphone therapy. 

In my view TBI treatment of leprosy should be 
confined (a) to patients who .become allergic to sul- 
phones,f (b) to those who suffer serious toxic effects of 
sulphones (e.g., psychosis), and (c) to those in whom for 
any other reason sulphone administration presents 
difficulties (e.g., severe or repeated reaction, neuritis, 
or eye inflammation). When the patient has improved 
sufficiently on TB1 treatment, sulphone treatment should 
be resumed if possible. 

Experiments have been made in treating leprosy with 
sulphone and thiosemicarbazone given together. Toxic 
effects increased, and the results were no better than with 
either drug given alone. 


Summary 
Sulphone Treatment 
Of 131 patients who started sulphone treatment 
in the research unit of the Nigeria Leprosy Service 





+ In patients allergic to sulphones, desensitisation can be 
effected by daily administration starting at very low 
levels (1 mg.) and increasing slowly over a period of 
several weeks till therapeutic doses are reached. Any 
recurrence of skin irritation must be carefully watched 
for, and necessitates a temporary cessation of the course, 
and a reduction of dose. The use of anti-histamine, cortico- 
trophin, or cortisone in small doses may facilitate 
desensitisation. 
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between March, 1946, and March, 1948, 117 were available 
for analysis in March, 1954. In all of these the disease 
had been rendered clinically inactive, and in most of 
them the lesions were bacteriologically negative. The 
numbers positive were: after eight years’ treatment, 
1 out of 39 treated ; after seven years, 4 out of 36 treated ; 
and after six years, 7 out of 42 treated. Most of the 117 
patients had long been discharged. 

Sulphone treatment appears to arrest the disease 
in every case, but may take a very long time to do it. 
Deterioration has never followed improvement; nor 
has there been any other indication of serious drug 
resistance. 

Of 252 patients discharged from the unit after sulphone 
treatment, 229 should have returned for re-examination 
by last March and 208 (92%) had done so. Of 148 dis- 
charged lepromatous cases, 94% had been re-examined, 
and 15 (11%) of these showed slight evidence of relapse. 
Of 81 discharged tuberculoid cases, 85% had been 
re-examined, and 8 (12%) showed slight evidence of 
relapse. 

Relapse occurred early—often within six months, 
usually within one year, and almost always within two 
years. Late relapse has not been seen. All relapses were 
slight and responded to resumed treatment; some 
slightly positive relapses became negative with no 
resumption of treatment. 

Less favourable late results of sulphone treatment 
recorded elsewhere are discussed. The findings recorded 
here strengthen the view that sulphone treatment 
constitutes a major revolution in the treatment of 
leprosy. 


Thiosemicarbazone Treatment 


The results of treatment of leprosy with TB1/ 
698 (p-acetamidobenzaldehyde thiosemicarbazone) far 
periods up to thirty-eight months are compared with 
those of sulphone therapy. 

Serious toxic effects, although no more common, are 
more serious than those of sulphone. 

While the earlier results are comparable with those 
obtained with sulphone, the late results are not 80 
good. In the third year of treatment, some cases 
showed evidence of drug resistance, with exacerba- 
tion of the disease. Arrest of the disease was produced 
in a smaller proportion of cases, and some of these 
relapsed. 

For these reasons, thiosemicarbazone has _ been 
abandoned for the long-term: treatment of leprosy in 
patients who can tolerate sulphone. It remains an 
alternative remedy, useful temporarily for those few 
patients who cannot tolerate sulphones. 


Thanks are due to many members of the staff of the Nigeria 
Leprosy Seryice for very valuable help given during the 
eight years covered by this study ; particularly to Dr. T. F. 
Davey, 0.B.E., who started the work, and to Miss F. McNulty 
and Mr, G, Okezie for laboratory work. To the patients, who 
have codperated so well, thanks are also due. 
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SUPERVOLTAGE RADIOTHERAPY 
NEW EQUIPMENT AT MANCHESTER 

THE Medical Research Council group at the Christie 
Hospital and Holt Radium Institute in Manchester 
is studying the use of the betatron in the treatment 
of malignant disease ; and on Nov. 11 a press conference 
was held on the occasion of the handing over of a new 
20-million-volt betatron manufactured and presented 
as a gift to the hospital by Metropolitan-Vickers. The 
machine has been installed in a new building provided 
by the M.R.C. and equipped for the study of the bio- 
logical effects of high-energy radiation. This is the 
first clinical adaptation of the betatron to be introduced 
in this country, but a great deal of experimental work 
will probably be required before treatment can begin 
on a large scale. Some data have been collected by work 
with betatrons on the Continent and in America, and 
experience of high-energy X rays has been gained in 
this country using a synchrotron ; but, as Dr. Ralston 
Paterson, director of the radiotherapy department at 
the Christie Hospital, pointed out at the press conference, 
there is much to be learned about the action of these 
very penetrating rays on living cells. It is uncertain 
whether in fact a 20-million-volt machine will prove an 
advance over less powerful instruments of radiotherapy, 
and it may turn out that the optimum energy is less 
than this—somewhere between 4 and 20 million volts 
perhaps. And the new equipment at the Christie Hos- 
pital also includes a 4-million-volt linear accelerator 
which will enable the M.R.C. group to investigate and 
compare the effects of the two types of radiation. A 
number of linear accelerators are already in use in this 
country, and the Manchester machine will raise few 
additional problems in dose measurement and planning 
of treatment ; so it will be possible to put it into routine 
use quite soon. 


The Betatron 

In the betatron the electrons whose energy is ultimately 
responsible for the production of X rays are constrained to 
follow a circular path between the poles of an alternating- 
current magnet. The central limb of the maghet has specially 
shaped pole pieces between which is inserted a continuously 
evacuated glass toroid or “‘doughnut.’”’ A small electron 
gun fires 60 kV electrons into the toroid where they are 
caught up and accelerated by the alternating magnetic field. 
They take 4/,., sec. to reach their maximum energy, during 
which time they travel nearly 300 miles. They are then made 
to traverse a larger orbit and so hit a small platinum target. 

The magnet, weighing 7!/, tons, is so mounted (fig. 1) 
that it can be rotated through 120°; the X-ray beam can 
thus be set at any direction from 15° above the horizontal down 








Fig. |—The 20-million-voilt betatron: the central part, containing 
the 7'/, ton magnet, can be rotated through 120” to adjust the direction 
of the X-ray beam: and the whole framework can be raised and 
lowered on the columns at the sides. 
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to 15° beyond the vertical. Moreover, the framework in which the 
magnet is held can be raised or lowered through a range of 7 feet. 

The maximum size of field that can be irradiated by the 
betatron is 15 cm. in diameter at 1 metre from the target. 
The X-ray output before the insertion of compensating 
filters is 100 réntgens per min. at 1 metre from the target 
(as measured by a condenser thimble surrounded by 6 cm. 
of polystrene). 

The Linear Accelerator 

Here the electrons are accelerated by the axial electric 
field associated with a radio wave directed along a hollow 
metal tube. They are described as riding on the radio wave 
in the same way as a surf rider speeds towards the beach. 
Metal dises (or irises) are used to control the phase velocity 
of the wave and so to arrange that the wave and the electrons 
accelerated by it travel at the same speed. To obtain the 
electron energies required, very large radio power fluxes 
of the order of megawatts are necessary, which make it 
egsential to operate the machine in short pulses of 2 micro- 
seconds, repeated at rates up to 500 pulses per sec. (The 
betatron also operates in 2-microsecond pulses 150 times per 
sec.) In the Metropolitan-Vickers design the accelerator 
guide itself is only 1 metre long. 

The linear accelerator is mounted so that it can be moved 
to any required angle on a 135° are lying in a vertical plane 
(fig. 2). The axis of rotation coincides with the treatment 
point 100 cm. from the target, which is a very convenient 
arrangement, enabling the positioning of patient and machine 
to be carried out quickly and accurately. 

As for performance, at the maximum pulse-rate of 500 
per sec. the accelerator can produce an unfiltered beam of 
330 réntgens per min. at 1 metre from the target. In practice 
it is found convenient to operate at 100 réntgens per min, 





(2) 








Fig. 2—The 4million-volt linear lerator iti 


Pp d' for (a) a 
horizontal beam, and (b) a vertical beam. 
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Accelerators or Isotopes ? 

The other new sources of high-energy radiation in 
which radiotherapists are much interested at present 
are radioactive isotopes, of which the one most widely 
used so far is cobalt 60. For one thing, they are attractive 
because they dispense with complex electrical machinery ; 
and no doubt larger amounts of more powerful isotopes 
will be emerging from atomic piles before long. But, 
as far as output is concerned, the accelerators still have 
the upper hand, for Metropolitan-Vickers declare that 
their 4-million-volt linear accelerator produces, at 
considerably higher energy, an output some ten times 
greater than that of a 1000-curie cobalt-60 source. 





BREAST-FEEDING 


Ciba Foundation Discussion 


At a clinical forum held at the Ciba Foundation, 
London, on Nov. 1, Dr. R. Mac Keiru presided, and 
five short papers were followed by a general discussion. 

Mr. A. T. Cowrg, Px.D. (National Institute for Research 
in Dairying), described recent experiments in which 
ovariectomised goats were treated with cestrogens and 
progesterone and their mammary development was 
studied histologically. Both hormones are active alone 
but ostrogen is more potent than progesterone, and 
maximum development is obtained only with a com- 
bination of the two. Furthermore, estrogen alone 
produces an abnormal histological picture with cystic 
alveoli, folded epithelium, and immature lobules. In 
hypophysectomised-ovariectomised rats prolactin and 
somatotrophin must also be given to obtain milk- 
secretion, but if the operation is delayed until the fourth 
day of the puerperium prolactin, oxytocin, and cortico- 
trophin together will maintain lactation. Dr. Cowie also 
described the effect of l-thyroxine on lactating cows. 
The yield rose after about two days and the increase 
continued for about twenty days, after which the yield 
fell below the original level, so that the over-all increase 
was only about 3%. Anterior-pituitary extracts could 
produce a 10% increase, but corticotrophin resulted in 
a rise followed rapidly by a sharp fall. 

Mr. B. A. Cress (Zoological Laboratory, Cambridge) 
described the neurohormonal mechanisms involved 
when emotional disturbance interferes with milk 
ejection. Whereas the anterior pituitary is concerned 
with filling the breast, the posterior part controls the 
emptying. Suckling leads to direct stimulation of the 
gland, resulting in local relief of tension; and direct 
stimulation of the supra-optic nuclei also produces milk 
ejection. Painful stimuli applied to lactating rabbits 
with cannujated teats produced partial or complete 
inhibition of milk ejection in 35 out of 42 experiments, 
and in most cases a small dose of oxytocin restored 
normality. It was concluded that emotion produces a 
central (hypothalamic) block, reinforced in some cases 
by a peripheral (sympathetic) block resulting in inter- 
ference with milk ejection. Mr. Cross asked whether 
there were reports of emotional disturbance leading 
to suppression of milk formation as opposed to milk 
ejection. 

Dr. Mavis GuntuEeR (University College Hospital) 
read a condensed paper on patterns of behaviour in 
neonates, on similar lines to the work of animal behavi- 
ourists. She drew attention to the innate tactile auto- 
matism of the newborn and the importance of taking 
full advantage of this before the end of the first week. 
A well-formed teat introduced well back into the baby’s 
mouth will stimulate active sucking and imprint this 
pattern of behaviour lastingly, whereas failure to ensure 
this (by means of a rubber teat if the mother’s are 
deficient) may prejudice lactation by producing a 
persistently inert baby. Dr. Gunther showed an interest- 
ing short film excerpt of three babies learning to take 
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the breast. Two of them displayed ‘fighting at the 
breast ’’ which has been described as the first neurosis of 
life. Anoxia due to smothering by the voluminous 
breast, or (less often appreciated) by the upcurled lip 
occluding the nostrils, probably accounts for most cases 
at the outset. The importance of this work lies in the 
antenatal preparation of the nipples so that the baby 
may have a well-formed teat to get well back into his 
mouth in the first four or five days of life and hence 
establish good sucking habits which will help to maintain 
subsequent lactation. To this end Dr. Waller’s shells 
are invaluable; they may be required by up to 40% 
of primipare. 

Dr. CHaRLoTTE Natsn described her clinical impres- 
sions in general practice using thyroid as a galactogogue. 
It is a common experience for mothers to feel tired and 
depressed and to have brittle lustreless hair after having 
a baby, and it is tempting to attribute this to a temporary 
depression of thyroid activity. If thyroid extract is 
administered immediately after delivery signs of over- 
dosage develop, but towards the end of the third week the 
drug is well tolerated and the milk yield rises. In failing 
lactation Dr. Naish claimed to have obtained a dramatic 
improvement in twenty-four hours using gr. 1 t.d.s., but 
there were reasons for believing that thyroid acted as 
in cows—namely by increasing the yield rapidly but 
for a limited period. She put in a plea for controlled 
research to investigate the biochemical aspects of hypo- 
thyroidism after delivery and the efficacy of thyroid 
therapy during lactation, since she was convinced of its 
value as a result of her field work. She pointed out 
that thyroid also dispels the maternal depression which 
fathers are so ready to attribute to the debilitating effect 
of lactation itself. 

Prof. A. G. Watkins (Welsh National School of 
Medicine) mentioned some of the lessons learnt since the 
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Cardiff milk-bank was opened in 1947. Breast-milk is 
obtained from ward patients and district donors by 
manual expression. The average weekly yield is 3!/, pints 
per donor, plus the amount the baby has taken. The 
maximum weekly yield has been 21 pints, which, at 
2d. per ounce, earned that mother £3 10s. a week, out 
of which she had to buy extra food to maintain her 
own nutrition. There has been no evidence that particular 
breast shape or particular somatotypes produce more 
milk; but maternal temperament seems to be important, 
particularly the relationship between Sister and patient. 
An unsympathetic Sister will not collect as much milk 
on her daily round as one whom the mothers like. The 
smell of the milk is a useful screening test, but more 
thorough investigation is sometimes required. Only two 
adulterated samples were discovered (one with water and 
the other with dried milk). 56% of 100 specimens grew 
Staphylococcus aureus and 50% Escherichia coli, but 
pasteurisation reduced the count to fewer than 20 
organisms per ml. 65% of the samples had a fat content 
of 3-4%,; the range was 0-62-9-68%, but this great 
variation produced no apparent effect on the baby. 
The non-fatty solids were more constant at 7:33-10%. 
Professor Watkins concluded by saying that the lactation 
clinic has been a great stimulus to the study of the 
problems of breast-feeding. 

In the discussion several speakers paid tribute to the 
work of Dr. Harold Waller in the field of human lacta- 
tion. Prof. DuGaALD Barrp, with envious glances in the 
direction of the animal physiologists, drew attention to 
the large number of complicating factors in the human 
field and to the great need for further full-scale investiga- 
tions to test the various régimes recommended for 
increasing the proportion of mothers who succeed in 
breast-feeding their babies. 

I. G. W. 





The Wider World 


A HEALTH CENTRE WITHIN THE ARCTIC 
CIRCLE 


WHILE on holiday in Norway lately, I spent nearly 
a week on one of the smaller of the Lofoten islands, 
which lies well within the Arctic Cirele and about midway 
between Tromsé and Hammerfest, the most northerly 
town of Norway. The local doctors and the pharmacist 
kindly showed me their clinic and it seemed to me that 
some account of the medical services of this lonely 
yet highly civilised community might interest doctors 
in Britain. 





The island is about 7 miles long and 1'/, miles wide. 
It has only about 1000 inhabitants, nearly all engaged 








in the fishing industry; but some 300 other people, 
scattered over several smaller islands, also turn to it 
for medical care. There are two doctors—-a senior, 
who is the responsible head of the service, and an assistant. 
The present assistant is a woman, The medical services 
are based upon a health centre or clinic on the island 
itself. Normally all patients must make their own way 
to the clinic, which is open day and night; but in an 
emergency, or when patients cannot attend the clinic, 
one or other of the doctors visits the patient’s home. 
To visit patients living in other islands may mean a 
trip of up to two hours, perhaps in bad weather. 
The motor-boat used for these journeys carries a 
stretcher. 

The clinie building was burnt down during the German 
occupation of the island. It was rebuilt after the war, 
and has electric light and power, and a good supply of 

piped water. It contains a 

, small reception and waiting- 

room, a dressing-room, a good 
consulting-room, and a really 
spacious treatment room fur- 
nished with a simple but 
modern operating-table, a 
dental chair, a short-wave dia- 
thermy set, instrument cup- 
boards, and up-to-date electric 
sterilisers. The ancillary staff 
consists of a trained nurse and 
a clerk-receptionist. Space 
and equipment are adequate 
for simple clinical pathological 
examinations. There is a fine 
modern microscope and a 
small X-ray diagnostic set. 
A telephone is of course 
installed at the clinic, as 
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in nearly every house or establishment of any size 
in the islands. Slipper baths and a small but efficient 
Turkish bath, both in the basement of the clinic, 
are in great demand at a cost of | krone (about equal 
to Is.). The whole place was spotlessly clean and well 
eared for. 

Besides the clinic there is a small hospital, with 20 
beds staffed by a trained Sister and some partly trained 
assistants who are on call. No major surgery is attempted 
on the island, except in the gravest emergency. Patients 
who need surgery or other special treatments or investiga- 
tion are transferred by steamer to Tromsé, which takes 
about four hours }y the faster ships. For urgent cases 
transport there b) seaplane can be arranged. 

The system of keeping patients’ records is excellent 
and I was particularly impressed by the high standard 
of the anti-tuberculosis measures, including B.c.G. 
vaccination. There is no blood-bank ; but a supply of 
plasma is kept at the clinic and I was told that the blood 
of almost every inhabitant of the islands has been 
grouped, and there is seldom any difficulty in finding a 
suitable donor. Despite this admirable organisation, 
the doctor’s wife, who is a universal donor, seemed to 
have been called on very often. 

In a separate building close to the clinic is a 
first-class pharmacy and an apothecary’s shop. The 
latter, sells only drugs and surgical dressings, and, 
unlike an English chemist’s shop, does not keep such 
things as soap, razor-blades, and toothbrushes. The 
pharmacy is also a new building, again replacing one 
destroyed by the Germans when they hastily evacuated 
the island in 1944. It was astonishing to me to find in 
such a smal] town, or rather village, a pharmacy which 
in space, furnishings, and stocks of drugs was the equal 
of anything I have seen in a first-class British hospital. 
The pharmacist was an exceptionally well-educated and 
efficient woman. 

But what I think will surprise British readers, as it 
certainly surprised me, is that the clinic and its equipment 
were provided by the senior doctor, and the pharmacy 
and its equipment and stores by the pharmacist, as a 
private enterprise. Capital was lent by the banks, the 
State only guaranteeing the interest in case of default. 
If, and when, the senior doctor or the pharmacist dies, 
retires, or moves elsewhere the successor must take 
over the buildings and stores at a valuation. The 
Norwegians are an independent and indeed a proud 
people and they neither expect nor desire to get every- 
thing for nothing. Voluntary effort, through the Red 
Cross Society and local organisations, greatly helps the 
clinic and the local hospital. For example, the new 
microscope I admired in the clinic was rapidly paid for 
by a “ whip round ” on the island. 

I cannot claim to know all the details of the health 
service administration, but the following are the more 
important points which I elicited. All hospital treatment 
and investigations are free, except in so far as patients 
choose to pay for private accommodation. But patients 
visiting the clinic must pay a fee of 8 krone to the doctor 
for the first consultation ; of this 5 krone are repaid to 
them by the government. For each subsequent consulta- 
tion or treatment they pay a fee of 5 krone, and of this 
3 krone is refunded. Fees, calculated on a mileage basis, 
are also charged for visits to patients’ home, and here 
again the larger part is refunded by the government. 
The same system too is used for drugs and dressings, 
but in long illnesses the whole cost, above a figure of 
about £2 10s., is payable by the State. 


* * * 


During my visit the sun shone, the sea was as blue as 
the Mediterranean in summer, the food was excellent 
and cheap, the people were all charming and helpful. 
The hospitality and kindness which they showed to 
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a stranger made me glad and proud to realise how strong 
a bond of friendship was forged during the war between 
Norway and Great Britain. 
ANTHONY FEILina. 





Parliament 


Treatment of Diseases by Post 


In the House of Lords on Novy. 10, Lord Crook asked 
whether the attention of the Government had been 
called to the report of the Birmingham city analyst in 
the treatment of skin diseases by remote postal diagnosis 
offered by public advertisement and to the swindling 
of gullible members of the public therefrom ; and whether 
there were any present powers by legislation or regulation 
to deal with the advertisers making such claims. Over 
recent months, he said, a number of people had replied 
to advertisements in the Press, in theatre programmes, 
and the like, for alleged cures. He cited the following 
Birmingham case as a grave example. 

A man, having suffered for some time with a severe skin 
disease, became more or less desperate and answered an 
advertisement. In response to a request from the advertisers 
he posted a description of his disease. He was assured that if 
he sent 6 guineas for a four-week course of treatment they 
could cure him. Having sent the money he received what 
was described as a course of treatment suited to meet the 
needs of his serious complaint. This included a liquid 
mixture, some pills and powders, and a lotion and ointment. 
At the end of three weeks he was worse and the trouble was 
spreading all over his body. On being informed of this the 
advertisers replied that his condition was of such long standing 
that continued treatment would be necessary to bring about an 
undoubted cure. For this he was asked to send 33s. In due 
course he received a complete repetition of what he had 
received before together with a bonus in the form of a box 
of brown ointment. On analysis by the Birmingham city 
analyst the liquid mixture was found to be a 3% solution of 
potassium iodide in water to which some red colouring had 
been added, the pills were essentially potassium nitrate and 
capsicum, the powders boric acid, the lotion a 32% solution 
of soap in spirit, the first ointment 3-2% sulphur in a soft 
paraffin base. The bonus ointment also consisted of a soft 
paraftin base to which a little tar was added to give an 
efficient smell if nothing else. The total cost of the whole 
treatment was estimated at ls. or a little more. 


These people, Lord Crook suggested, were quacks of 
the worst kind, advertising in defiance of the voluntary 
code set up by the Proprietary Medicines Association in 
1933. He understood that no action could be taken 
against these people because they were not registered 
medical practitioners, and he thought that something 
ought to be done to deal with this kind of thing. 

The EArt OF ONSLOW said that this report had been 
brought to the notice of the Government, but the factual 
information if contained was not sufficient to support 
the opinion that an offence had been committed under 
the Acts dealing with this matter, or to say there were 
grounds for civil action. At the same time the Govern- 
ment considered the whole episode as most reprehensible. 
The code referred to by Lord Crook had already produced 
a large reduction in unsatisfactory and improper forms 
of advertising. It strictly laid down that there should be 
no advertising which offered to make diagnoses or 
prescribe treatment by post. This form of self-discipline 
by the advertising trade and pharmaceutical manufac- 
turers was probably one of the most valuable forms of 
protection which the public could have. It was perfectly 
well known that there was a National Health Service, and 
the Government felt that people were slightly to blame 
if they got into these muddles instead of going to their 
family doctor and getting treatment from him or from 
their local hospital or clinic. 


Lord HADEN-GUEST asked whether the time had not 
come to set up an inquiry into advertisements encouraging 
people to take all kinds of miscellaneous drugs. They were 
to be seen not only in obscure papers, but in reputable, 
and on the hoardings. It was incongruous that with the 
N.H.S. in existence this should be done. For instance, 








1072 THE LANCET] PARLIAMENT [Nov. 20, 1954 





the health of people who had been attracted by advertise- 
ments for a product to relieve pain might be injured. 
The advertising allowed to firms concerned only with 
selling goods should be limited. Articles such as aspirin 
should, in his opinion, not be advertised in the ordinary 
way at all, The EARL oF ONSLOW promised to refer 


Lord Haden-Guest’s remarks to the Minister of Health. 
Clean Food Bill 


The Food and Drugs Amendment Bill was further 
considered in committee in the House of Commons on 
Nov. 11, when Mr. H&aTHCOAT AMoRY, Minister of Food, 
moved a new clause providing for the establishment of a 
food hygiene advisory council to advise Ministers. The 
clause requires Ministers to put to the council draft 
regulations dealing with labelling, hygiene, any orders 
extending registration, and the licensing of street-traders. 
The council will be representative of the employers and 
workers in the food trades and of the public at large. 
Mr. Amory accepted an amendment, moved by Dr. 
A. D. D. Brouauton, providing that when the Minister 
proposed to publish a code of practice it should be 
referred to the council for consideration and advice. The 
new clause, as amended, was accepted. 

Moving the third reading of the Bill, Mr. AMory said 
that the Government wanted to create conditions which 
would encourage manufacturers, traders, and all who 
worked in food trades, to prepare and handle food in a 
cleanly manner. They also wanted food to be of full 
nutritive value. He felt sure that the Bill would go 
far to enable those objectives to be achieved. The Bill 
was read the third time and passed. 


Pharmacy Bill 


This Bill, a consolidation measure, which has already 
passed through the House of Lords, was read a third 
time on Nov. 11, and passed. 


New Policy on Myxomatosis 


In the course of the committee stage of the Pests Bill 
in the House of Commons on Nov. 10, Mr. HORACE KING 
moved a new clause to make the deliberate spreading of 
myxomatosis an offence. Mr. HEATHC@AT AMORY, 
speaking this time as Minister of Agriculture, pointed out 
that the disease had already spread far and wide, and 
there was no doubt that from now onwards deliberate 
action was unlikely to have any effect on its future course. 
But he had been impressed by the strength of feeling that 
something more should be done to discourage deliberate 
spreading than merely statements of the Government's 
disapprobation. He had tried to find some suitable way, 
short of making it an offence, with all the difficulties of 
enforcement, of setting a seal of disapproval on the 
practice. He had failed, but so that there should be no 
doubt about the Government's attitude, and to meet the 
views of a wide section of public opinion, the Government 
would accept this clause. The new Clause was : greed 
to amid the cheers of members on both sides of the House. 


QUESTION TIME 
Industrial Health Advisory Committee 


Replying to a question, Sir WALTER Monckton, Minister 
of Labour, said that following discussions with his Ministerial 
colleagues, and consultations with industry through the 
National Joint Advisory Council and with medical and other 
organisutions, he had decided to stimulate the further develop- 
ment of industrial health services in workplaces covered by 
the Factories Acts. These services included the provision of 
good environmental conditions at the place of work, of 
protection against industrial disease, and of adequate medical 
and nursing supervision and first-aid. To advise him on this 
development, he was appointing a standing industrial health 
advisory committee, and inviting the appropriate industrial 
and other organisations to nominate members. Representa- 
tives of interested Government departments would attend 
meetings of the committee. It was his intention, with the 
assistance of this committee, to carry out a review to ascertain 
where industrial health services most needed to be extended 
and to promote surveys and field investigations to determine 
the need for preventive measures or research. The general 
aim would be, in close codrdination with the preventive and 
curative health services provided by statutory bodies, to 





develop industrial health services on a voluntary basis, but 
he would also consider in appropriate cases, and after full 
consultation with the parties concerned, making use of his 
statutory powers under the Factories Acts. He welcomed 
the work already done in industry, both voluntarily and 
under the Factories Acts, and he was sure that the further 
development of industrial health services fostered in this way 
could make a material contribution to our social and economic 
progress. The following organisations were to be represented 
on the committee : 

British Employers’ Confederation, Trades Union Congress, 
Nationalised Industries, British Medica] Association, Association of 
Industrial Medical Officers, Association of Certifying Factory 
Surgeons, Royal College of Nursing, British Occupational Hygiene 
Society, committee of vice-chancellors and principals of the 
universities of the United Kingdom. 

Replying to questions, Sir WALTER MonoxTon said that 
while there were natural differences of view as to how this 
problem ought to be tackled, all the organisations concerned, 
including the British Medical Association, regarded this as 
a useful step forward and had promised to coéperate. It did 
not prejudice whatever might be the final way of dealing 
with these matters on a national basis. He knew that he 
would get the codperation of the Minister of Health, and he 
would take care that there was adequate consultation with 
the joint industrial councils, as well as with the established 
organisations on both sides of industry, and especially that 
contact was made with jomt works committees throughout 
the country. 


Ministry Appointments outside the Civil Service 


Sir WALDRON SmrrHERS asked the Minister of Health how 
many paid appointments to posts outside the Civil Service 
he was responsible for making ; what was the nature of each 
appointment ; and what salary was payable in each case.— 
Mr. Iain Macreop replied : The appointments are as follows : 
Awards Committee : 

Chairman (part-time)—2000 guineas a year. 

14 momnpese-ot guineas a day (paid only to members who are 

retired). 
Dental Estimates Board : 

Chairman (full-time)—£2250 a year. 

3 full-time members—41950 a year. 

1 half-time member—£975 a year. 

4 part-time members—7 guineas a day. 

Medical Practices Committee : 
Chairman (part-time)}—£2100 a year. 
8 members—7 guineas a day. 

National Health Service Tribunal : 
A pane) of members—7 guineas a day. 


G.P.s. and Hospital Appointments 

Mr. ArtTHUR BLENKINSOP asked the Minister how many 
clinical assistantships or other hospital appointments were 
held by general practitioners ; and what increase there had been 
in such appointments.—Mr. MacLeop replied: At Dec. 31, 
1953, the figure was 5876 (excluding honorary appointments 
but including practitioners remunerated from bed funds), 
an increase of some 50% over Dec. 31, 1949. 


Pay Beds 


Mr. BLENKINSOP asked the Minister what number of 
hospital beds was set aside as pay beds ; and what proportion 
this was of the total number of hospital beds.—Mr. Mac_rop 
replied : The figures are as follows : 

Dec. 31, Dec. 31, Dec, 31, 
1951 1952 1953 


Pay beds .. ae ree : 6286 6229 6153 
% of total bed complement (exclud- 

ing beds shut owing to lack of 

staff) .. one ay .s 1-31 1-29 1:25 


Flour-improvers 


Mr. N. N. Dopps asked the Minister of Food when agene 
as an improver would be banned in flour for human or animal 
consumption.—Mr. Heratucoat Amory replied: I am 
not yet able to make a statement. Mr. Dopps: Does the 
Minister appreciate that eleven months ago a statement 
was made in the House of Lords that a decision would be 
made shortly ? As experiments on animals have shown terrible 
results, does the Minister not think it is time that we sought to 
protect human beings ?—Mr. Amory: The last time the 
committee reported there was no evidence that agene was 
toxic to human beings. I cannot take any further steps until 
I have had further technical advice. 

Mr. Dopps asked the Minister of Health when the Medical 
Research Council reported on the tests carried out on flour- 
improvers ; when the report was considered by the appropriate 
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subcommittee of the Interdepartmenta] Standing Committee 
on Medical and Nutritional Problems ; and what were their 
recommendations.—Miss Patricia Hornspy-SMItH, parlia- 
mentary secretary to the Ministry, replied: The report on 
the tests, a purely factual one, was received on March 12, 
1954. The appropriate subcommittee of the Interdepart- 
mental Standing Committee discussed it on April 27, 1954, 
and agreed that before they could pursue their discussions 
the Medical Research Council should be asked to examine it 
further. The subcommittee will meet again to discuss the 
report when the results of this further examination are 
available. 

Mr. Dopps: When is it expected that this long business 
will come to an end so that the public will know something 
about this very important matter ?—Miss HoRNsBY-SMITH : 
There is no desire to delay it. The report of the subcommittee 
was referred back to the Medical Research Council as this 
is a matter for very careful medical investigation. We can 
only await their report, but we hope that it will be recon- 
sidered by the subcommittee in November. 





Poliomyelitis 

Mr. KENNETH THOMPSON asked the Minister what evidence 
he had suggesting that poliomyelitis was spread by flies 
carrying a virus; and what proposals he had for reducing 
the number of flies.—Miss Hornssy-SmitH replied: I am 
advised that spread of poliomyelitis is usually by human 
contacts and that spread by flies has not been proved although 
they are sometimes contaminated with the virus. It is part 
of the normal work of local authorities to improve fly control 
by sanitary measures. 


Identification of Babies in Maternity Hospitals 

Replying to questions proposing the introduction of a better 
system in maternity hospitals to ensure that newly born 
infants are not assigned to the wrong mothers, Miss HornsBy- 
SmITH said that it was a matter of concern that any such 
mistake should occur, but everything showed that those which 
had recently been publicised were due to the human factor 
and not to defective systems of identification. The Minister 
had considered the suggestions made but did not consider that 
central or uniform regulations would assist in preventing error. 

Lieut.-Colonel Marcus Lreron: Will the Minister agree 
that the method of slapping on a little bit of adhesive tape 
as a means of identification is not very satisfactory ? Is it 
not. possible to devise a rather more foolproof method ?— 
Miss Hornssy-Smitu: I agree with the hon. Member about 
the distressing nature of these cases, but they are rare. Out 
of 350,000 cases per annum the methods for identification 
are generally satisfactory. Mr. SomervILLE HastTInos: 
While admitting the dangers of the human element, does the 
Minister not think it necessary that there should be a double 
check in each case ? 


Preventive Care of Children 

Brigadier Frank Mrp.uicotr asked the Home Secretary if, 
in view of the serious increase in the numbers of children 
taken into public care as the result of the break-up of families, 
he would consider introducing legislation to enable local 
authorities to provide funds for family case-work directed 
towards this growing social problem.—Major Gwitym Lioyp- 
GeEorGE replied : While local authorities already possess some 
powers to undertake social case-work with families, the ways 
in which existing methods might be improved are being kept 
under review in consultation with the departments concerned. 
I have no evidence to indicate that there is a serious increase 
in the numbers of children coming into public care because 
of break-up of families. 


Chiropody Services 

Replying to a question, Mr. Macirop, Minister of 
Health, said that local authorities could, with his approval, 
provide a chiropody service, or contribute to a voluntary 
organisation for this purpose, as part of their arrangements 
for the prevention of illness, care, and aftercare, under 
section 28 of the National Health Service Act, 1946; but in 
present financial circumstances he was unable to approve 
any extended direct provision of this service. They could 
at their discretion make arrangements for chiropody at homes 
provided under part ur of the National Assistance Act, 1948, 
for persons in need of care and attention not otherwise 
available to them, by virtue of the definition of accommodation 
in section 21 (5) of the Act as including, so far as might be 
necessary, other services, amenities, and requisites. 


PUBLIC HEALTH 





[Nov. 20, 1954 1073 
Public Health 


Mortality in 1953 

THE expeditious publication of the Registrar-General’s 
Statistical Review for 1953 ! marks a further step in the 
post-war acceleration in presenting these reports, whose 
contents are now both timely and useful. 

At 11-4 per 1000 the death-rate for 1953 is practically 
the same as for 1952. Compared with 1938, the death- 
rate at ages under 5 has been halved, although there 
has been no improvement over 1952. Much of this comes 
from dramatic falls in all the infectious illnesses except 
poliomyelitis. Last year there were only 23 deaths from 
diphtheria—1 for every 100 in 1938. Particularly 
among women, the death-rate from tuberculosis has 
fallen rapidly since 1947; it is now about a third of 
its 1938 level. Unfortunately, the notification-rate of 
new tuberculous infections is not given in the Registrar- 
General’s report, so we have no indication of the 
1953 trends in morbidity, as opposed to mortality, from 
this most important of infectious diseases. 

The death-rates from thyrotoxicosis, diabetes, and 
pernicious anemia have declined greatly in recent years. 
Multiple sclerosis and epilepsy, which are each responsible 
for about 800 deaths, have, for less obvious reasons, 
death-rates for males about a half as high as in 1938 ; 
but there has been a slight rise in the death-rate from 
multiple sclerosis among females. Among the cardio- 
vascular diseases certain small groups, such as acute 
endocarditis, share the decline due to the conquest of 
infection since 1938; death-rates for diseases of the 
circulatory system as a whole have increased by about 
6% in men and declined by the same amount in women. 
The same divergence between the sexes appears in chronic 
bronchitis, which has maintained the same level as a 
cause of death among men but is less, by a third, among 
women. For pneumonia where, on the other hand, the 
rdle of infection is more obvious, the death-rate has 
declined by a third in both sexes. That life is not 
necessarily any easier for the country’s women is suggested 
by the greater increase in mortality from duodenal ulcera- 
tion and vascular disorders of the central nervous system 
observed among them, and the fact that while the 
suicide-rate among women is 11% less than in 1938, the 
men’s rate has dropped by 26%. 

Similar curious discrepancies appear in the cancer 
mortality of the sexes. Although the death-rate from 
malignant disease of the mouth, pharynx, digestive tract, 
and skin has fallen in both sexes, the total cancer death- 
rate has risen by 13% since 1938 among men and fallen 
by 8% among women. This divergence is the net result 
of the relatively greater rise in the death-rate from lung 
cancer among men and the small but definite decrease 
in mortality from uterus and breast cancers among women. 
These inconsistencies of mortality trends in cancer may 
yet uncover environmental changes determining the 
course of mortality due to cancer of specific sites. If 
smoking be the cause of the male excess and rising 
incidence of lung cancer, what, for example, is the reason 
for the 80% increase in recent years among both men 
and women in the death-rate from leukzemia ? 


Second Quarter in Eire 

Births registered in Eire during the second quarter 
of this year? numbered 16,142, representing a birth- 
rate of 22-0 per 1000 population, which was 0-8 below the 
rate for the second quarter of 1953. Deaths totalled 
8861, which is equivalent to an annual death-rate of 
12-1 per 1000 population, the same as in the correspond- 
ing quarter last year. Deaths from all forms of tuber- 
culosis numbered 291—a rate of 0:4 per 1000 population ; 
the corresponding rate in the second quarter of 1953 
was 0:5. The maternal-mortality rate was 1:0 per 1000 
registered births, as against 0-7 in the corresponding 
quarter last year. There were 589 deaths of infants 
under one year of age—an infant-mortality rate of 36 
per 1000 registered births. 








1. Registrar-General’s Statistical Review of England and Wales 
for the year 1953. Tables. Part 1. Medical. H.M. Stationery 
Office. 1954. Pp. 365. 10s. 

2. Quarterly Return of the Marriages, Births and Deaths. Obtainable 
from the Government Publications Sale Office, G.P.O. Arcade. 
Dublin. Pp. 31. 6d. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


Now is the season of after-dinner speeches—a strange 
ritual that few have the courage to challenge. The wine 
and good food create a climax of conviviality that 
matures in the aromatic mist of cigar smoke. Then, 
suddenly, a dull silence falls and the jovial atmosphere 
vanishes as each delivers the speech which has cost him 
restless nights in its conception, and anorexia during the 
meal. Occasionally a victim makes the rare speech that 
holds the audience in mirth and interest ; a fine ending 
to a meal and a good prelude to a night’s entertainment. 
More often, the spirits are dulled with the monotony 

drowsiness is induced. 

In my experience it is less éxhausting to sleep com- 
pletely during the speeches, awakening refreshed at the 
end, than to linger in a guilty twilight state. Few, 
however, have the courage to sleep openly and honestly, 
and most, like myself, resort to suvtertuge. Sleeping 
yet appearing to be awake is an art as difficult as the 
good after-dinner speech itself, and the following sug- 
gestions are the result of careful research. 


To prevent sudden tilting forward when the unconscious 
state is reached: make a firm bed for the head by forming 
a tripod with one support from the trunk, the other two 
from the arms firmly on the table. 

The head should be placed in the hands in a slightly flexed 
position to allow the tongue to fall forward and prevent 
stertorous breathing. 

The fingers should be outstretched over the face and eyes 
with the tips pressing the skin of the torehead upwards to 
wrinkle it and give an expression of deep concentration, 

Once asleep, regularity of breathing is difticult to avoid 
and may need to be dealt with by hypnotic suggestion before 
the dinner, 

It is also essential to awake slowly and without that 
startled appearance that gives the sleeper away. 

* * * 


Thanks to an ‘“‘ acute abdomen ”’ I reluctantly ended 
my holiday in a Swiss hospital. I was taken direct to 
the X-ray department where the chief surgeon was waiting 
for me (time, 6.30 P.M. on a Sunday). After screening 
and preliminary examinations, | was moved to the 
theatre. The intravenous drip was set up, and the 
anesthetic given, by the nurse anesthetist. After 
the operation I was put to bed in the surgical block in 
the wide warm passage beside the door where two night 
nurses sat. When I had thoroughly recovered from the 
anesthetic and was ready to sleep under a hypnotic, I 
was pushed into the ward, to try my luck as a Swiss 
patient. 

No ward had more than 6 beds and these were com- 
fortable. Privacy was impossible. There was no sign of 
screen or curtain anywhere. After lights-out the rooms 
were completely dark, for the two nurses on duty sat in 
the passage where they could see the indicators linked 
with all the beds. This arrangement was a boon to 
patients like myself who find it difficult to sleep in a 
light, however dim. 

Our day began between 5.30 and 6 a.M. The only 
advantage was that we watched dawn break on some of 
the highest mountains in the Alps. The night nurse 
wakened us with a thermometer of flattened shape for 
use in the axilla, no other site being used. On her second 
round, nurse presented each of us with a small tub of 
cold water and a wash-cloth and towel. The day staff 
came at 6.30 a.m. For the 24-30 surgical beds there 
seemed to be, besides Sister, three nurses and two ward 
maids. Soon after 6.30 Sister and one of the nurses 
began to make beds. At about 7.30 breakfast appeared. 
This consisted of coffee and bread with either butter, 
jam, or cheese. Bedpans were issued at 8 A.M. Dinner, 
at 1l A.M., consisted of soup, followed by a main dish 
served in the same plate. At 3 P.M. coffee and plain bread 
was brought round. For supper at 6 P.M. we had a cooked 
dish and coffee. Linden-flower tea was handed out at 
7.30 P.M. and lights-out was at 8 P.M. 

Of the other patients in my ward three had fractures, 
one a lipoma, and one was in for examination, so that my 
opportunities for observing treatment were limited. It 
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seemed to be good. As here, patients were encouraged to 
stand and walk as soon as possible. To anyone trained in 
this country there seemed to be a needless love for giving 
drugs (such as vitamins) intravenously, when they could 
as easily have been given by mouth. 

The nurses worked hard, were efficient and kind, and 
answered bells with admirable promptitude. They had 
nearly two hours off in the middle of the day and one 
whole day a week, but their work began at 6.30 A.M. 
and ended at 8 p.M. There were three kinds of nurses— 
deaconesses who are Protestants dedicated to a life of 
nursing, Red Cross nurses, and helpers. The Red Cross 
nurses are the equivalent of our professionals and take 
at least a three-year course before qualifying. The 
training is apparently never all in one hospital. The 
nurses move about, staying some months in each place. 
The helpers are not fully trained, but are able to do many 
things and be generally useful. They may be older 
women, or girls too young to begin training. Girls may 
not begin serious nursing before they are 18. 

Not only nurses and patients began the day early. 
The pathological staff were doing their rounds by 7.15 
A.M. This consisted of a team of girls under the supervision 
of a Sister who collected intravenous samples with 
superb efficiency. No vein, however difficult, baffled her. 
Her injection technique was in every way impressive. 
Skill added to really good needles made the whole affair 
almost painless even when the needles were of wide bore. 

Officially visitors were allowed on three afternoons a 
week. Unofficially, with Sister’s approval, they could 
come any afternoon. On the whole there was a pleasantly 
humane and flexible attitude towards rules, and as a 
guest patient I was grateful for good conscientious 
treatment and nursing, and much friendly kindness. 

* * * 

I’ve just been trying to take a man’s temperature. 
I took the thermometer from its case in the tent that 
is my surgery here in the Middle East and it read 110°F. 
Before I could shake it down it had to be cooled in water. 
Yesterday I wanted to wash before supper. The water- 
san had stood all day in the sun and I found its contents 
too hot to use. Naturally our fluid consumption is vast. 
Strangely enough it does not seem to be necessary to 
eat extra salt. The little we get in our food is enough. 
But profuse perspiration has other attendant complica- 
tions—macerated feet, infected axille, intertrigo, and 
plain sweat rashes are all too common. ‘The patients 
say ‘‘ It would be all right if I was at home, Sir.”’ 1 agree. 
How refreshing it would be to see some grass; to walk 
out in the rain and get soaked; to keep cool. But 
there may be hope. This evening I’ve photographed 
the first cloud of any size that I’ve seen for weeks. I just 
had to take its portrait. Tomorrow it may be gone. 

* * * 


The Neuroanesthetist made himself a tent so that he 
could doze quietly and in seclusion under the table. 
Unfortunately he found that too many callers disturbed 
his meditations and soon a notice reading PRIVATE 
—KEEP OUT was pinned to the drapes with a no. 18 
hypodermic needle. Peace reigned and no visitors were 
seen to enter or leave the claustrophobic domain beneath 
the towels. 

‘* All right to close up ?”’ asked the Prof. No reply. 
** How’s the pressure ?”’ Still no sound. Walking round 
the table we saw the sign now read GONE TO LUNCH. 

» * * 
ORPHEUS IN THE OFFING ? 

Guillebaud with his pipe* to please, 
both the Regions and the H.M.c.s 

bow themselves o’er pen and ink ; 
to soft music vested powers 
complain, and ivory towers 

at last prepare to think. 


Everyone sends recipes, 
even the SAMOs. and G.P.s, 
(Save the Boards! Set Medicine free !) 
Each takes the patient to his heart— 
in sweet evidence lies such art. 
(Cheaper pay-beds are the key !) 








*Mr. Guillebaud smokes an American metal pipe of intriguing 
design. 
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Letters to the Editor 


TREATMENT OF POLIOMYELITIS 


Sir,—The memorandum from the British Orthopedic 
Association which appeared in your last issue calls for 
comment. The suggestion put forward is that orthopedic 
surgeons should be called to see all cases of poliomyelitis 
from the beginning of the illness, and that this should be 
done on “‘ a national basis.’’ However, it is disconcerting 
to find that the B.O.A. does not appreciate some of the 
recent attempts to reduce mortality ; for ‘* the Associa- 
tion is disturbed by the recent tendency to regard the 
potentially lethal aspects of the disease as predominant 
in the determination of the plan of treatment.’ 

The memorandum also contains a vigorous excursion 
into epidemiology and public health. Some of the special 
units established by anesthetists and others are con- 
sidered to be in the wrong kind of hospital ; but it is 
hard to see how this interferes with the proposed proce- 
dure, unless it is felt that the proper orthopedic influence 
can only be exerted in infectious-disease hospitals. In 
any case the association feels so strongly on the matter 
that failure to support its, views about the risks of cross- 
infection ‘‘ may materially aggravate the incidence of 
the disease,’ and we must not place “‘ the welfare of the 
individual above that of the community.”’ 

Few will think that the proposals put forward will in 
any way reduce the risks of cross-infection ; but surely 
orthopedic surgeons in any event are perfectly at liberty 
now to set up special units, of the type they prefer, to 
treat the acute stage of poliomyelitis. Indeed any such 
units would be a great asset to the national endeavour. 
On the other hand, unless or until they are prepared to 
take this responsibility, is it unreasonable to ask that 
they refrain from making things difficult for those who 
have come forward to shoulder this heavy and (they tell 
us) dangerous burden? Certainly this memorandum, 
whether by design or accident, must increase the great 
difficulties which some poliomyelitis units have to face. 


Oxford. W. Rircure Russet. 


ENDOMYOCARDIAL FIBROSIS 

Srr,—I agree most heartily with Dr. Nwokolo’s remarks 
(Sept. 11) upon the importance of keeping an open mind, 
and of not limiting attention too narrowly in the study 
of the large group of heart-failures of obscure cause. 
But there is a curious tendency, all too evident in the 
literature and in discussion on this subject, to gather 
together uncritically into one group, and to quote as 
examples of a particular pathology, descriptions and case- 
reports which have nothing really in common except 
their extreme obscurity ; and which not infrequently 
(when the original source is consulted) prove to contribute 
only incomplete or inadequate data. 

What we have endeavoured is to correlate morbid 
anatomical findings of a remarkably consistent pattern 
involving the endocardium and _ auriculoventricular 
valve structures, with observed clinical features, thereby 
defining endomyocardial fibrosis as we seé it for com- 
parison with other stages of the same process, or with 
other syndromes. Let us by all means keep an open 
mind, and look outside this restricted field for resem- 
blances and evidences of pathological unity. We cannot 
be sure that there is a common origin for all our cases, 
or that they represent a disease entity ; and it would be 
absurd not to consider them carefully in relation to other 
examples of undiagnosed heart-failure without endo- 
eardial fibrosis, both with and without involvement of 
the myocardium. But it is going altogether too far, at 
this stage, to discuss endomyocardial fibrosis, as if there 
already existed grounds for putting it and all these other 
obscure heart disorders, authentic and less authentic, into 
one group. 
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This I am sure is not the intention of Dr. Nwokolo, 
but I should like to be sure that others will not read too 
much into his reference in the first paragraph of his 
letter to ‘‘a primary myocardial fault.’’” We have a 
phrase in our paper, ‘‘ this distinctive form of myocardial 
injury,’ which is perhaps misleading in this respect, and 
we should make it clear that, in regard to endomyocardial 
fibrosis in Uganda, we are not yet in a position to be 
categorical as to where the primary fault lies. 

We are indeed most anxious to learn more of the 
pattern of heart-disease observed in other parts of 
Africa, and of the incidence of endomyocardial fibrosis 
in particular, following upon the observations of Beet ! 
in N. Nigeria, and of O’Brien 2? in Khartoum. Some of the 
more speculative considerations raised by your corres- 
pondents have been pursued a little way in our second 
paper,? including the idea that organised and endo- 
thelialised thrombus may be the origin of the endocardial 
and adjacent myocardial fibrosis. Here I find myself in 
agreement with much of what Dr. Gillanders has to 
say in his letter of Sept. 25 regarding endocavitory 
thrombosis in a dilated heart. One has only to look at a 
post-mortem heart containing much antemortem throm- 
bus enmeshed in the column carne, to find oneself 
wondering what would have been the fate of that clot 
and the appearance of that endocardium had the owner 
of the heart survived another six months or so? The 
picture of gross endocardial or endomyocardial fibrosis 
at once springs to mind. 

A question perhaps relevant here is that of embolism. 
It has been a source of surprise to physicians and 
pathologists at Kampala that embolic phenomena are 
not encountered here as frequently as might be expected, 
in connection with either bacterial endocarditis or 
endomyocardial fibrosis. Dr. Gillanders saw much 
embolism and little endocardial fibrosis in Johannesburg ; 
we see little embolism and much fibrosis at Kampala. 
Could there be a factor, operating variably in different 
localities or populations, which has the effect of promoting 
rapid organisation and endothelialisation of mural 
thrombus (thus protecting from embolism)? <A factor 
independent of a common tendency everywhere for mural 
thrombus to occur under certain conditions in dilated 
failing hearts? » 

However, these considerations entirely beg the question 
of etiology. Why does the heart dilate in the first place ? 
If from a disorder of nutrition why are the evidences of 
this in Other organs (more vulnerable, it is suggested, to 
chronic malnutrition than the heart) not more striking 
in endomyocardial fibrosis ? Again, if mural thrombosis 
can proceed to endocardial fibrosis, irrespective of 
myocardial injury and without the operation of some 
other factor, why is it that we do not more often see 
gross examples of this process in chronic heart-failure 
from the many other causes to which Africans as well as 
the rest of mankind are prone ? 

With Dr. Gillanders’s interpolation about arterial 
pressure I am not entirely in agreement, as to Africans 
in this part of the continent.‘ 

In their article of Sept. 25, Dr. Paulley and his col- 
leagues mentioned endomyocardial fibrosis in connection 
with toxoplasmosis: no evidence of this has been found 
in our cases, in much histological material examined. 
Nor do the site of the fibrosis or its histology give any 
support to the suggestion > that the endocardial fibro- 
elastosis of infants and endomyocardial fibrosis in 
Uganda might have a common «tiology. 

Mulago Hospital, 


Kampala, 
Uganda. se: 


. Beet, E. A. T'rans. R. Soc. trop. Med. Hyg. 19: 

. O’Brien, W.. Brit. med. J. Oct. 16, 1954, p. 899. 

. Williams, A. W., Ball, J. D., Davies, J. N. P. Trans. R. Soc. 
trop. Med. Hyg. 1954, 48, 290. 

. Williams, A. W. E. Afr. med. J. 1941, 18, 109. 

. Brit. med. J. Oct. 16, 1954, p. 920. 


A. W. WILLIAMS. 
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REVIEWERS AND CRITICS 

Srr,—‘‘ Sir Daniel Whiddon,”’ in his strictures last 
week on dramatic critics, speaks for himself but not for 
me. Unfortunately I have to guess his identity. Possibly 
he is Sir A. B. Next time I listen to Sir A. B. I shall say 
to myself, ‘‘ This is the fellow who, admittedly knowing 
little of the drama, occupied a column of The Lancet in 
lambasting dramatic critics,’ and perhaps I shall be 
doing Sir A. B. an injustice. Sir Daniel tells us too that 
he prefers to be an anonymous reviewer and for what 
seem to me strange reasons. Anonymity apparently 
allows him to speak generously of a good book in a 
fashion which would be thought unmanly at Barts. 
Anonymity permits him also to consign a bad book to 
the dustbin in a fashion which, we may hope, is unre- 
strained by the humanistic traditions of that great 
foundation. 

There are, however, two opinions about anonymous 
reviewing. I believe that the signed review tends to be 
more careful, more accurate, and no less fearless than the 
anonymous review; it also has the advantage that 
the author whose work has been denigrated knows the 
identity of his book’s critic. A friend’s book was, as 
both he and I thought, unjustly criticised by an anony- 
mous reviewer in a medical journal. My friend wrote to 
me, ‘‘ there must be some chap about who hates me,”’ 
and when he went to the next meeting of his section at 
the Royal Society of Medicine we may imagine that 
he wondered which smiling face concealed his assailant. 
He is a kindly fellow whose wounds heal quickly ; but 
how much easier for him if he could have shrugged his 
shoulders and said ‘‘ What does that sour fellow * X’ 
know about it anyway ?”’ 

Sir Daniel believes that the author’s best protection 
lies in the integrity of the editor. Unfortunately this is 
not enough. I have been astonished in reading the 
Times Literary Supplement (where the reviewing is 
anonymous and the standard of editorial scholarship is 
as high as in The Lancet or in Nature) to observe how 
frequently a criticised author or his friend has satis- 
factorily established bias or inaccuracy in a review. For 
example, a famous surgeon and a prince of bibliographers 
was recently told by a reviewer in the Supplement that 
his work was offhand, careless. and perfunctory. The 
surgeon retorted in angry contempt and I have not 
observed that the wounded reviewer has emerged again 
from the editorial shelter. 

Anonymity is surely out of place in a modern scientific 
journal. Everything should be signed that is not simple 
reportage or a statement of editorial policy, including 
leading articles and annotations. A leading article in 
your issue of Oct. 16 on tuberculous meningitis stated 
that intrathecal therapy was still necessary in its treat- 
ment. <A fortnight later I heard a distinguished professor 
of pediatrics state that he was quite satisfied with the 
results of treatment without intrathecal streptomycin, 
There are thus two opinions, but the professor's view 
represents, I believe, nearly universal practice. This is 
no inconsiderable matter; for if The Lancet’s view is 
generally accepted, and if the professor is nevertheless 
right, then thousands of unnecessary lumbar punctures 
will be made on sick children. If the writer of the 
leading article had been required to subscribe his name 
he would not have remembered that he might be mis- 
taken ; but at least he might have recalled that there 
existed a contrary opinion and a differing practice. 


Derby. DouGLas HUBBLE. 


Srr,—On the subject of reviewing medical books 
Daniel Whiddon writes with an authority which he could 
not have acquired without intensive study, beginning 
with attention to the teachings of masters of the profes- 
sion. However, his ideas of the function of dramatic 
criticism must have been formulated without reference 
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to the conclusions of such authorities as Hazlitt, Walkley, 
Shaw, Beerbohm, and Agate. 

The dramatic critic of a periodical having any preten- 
sions to intellect has little concern with telling ‘‘ the man 
in the street’? whether a particular play will offer him 
an enjoyable evening—any more than other critics 
bother about a painting’s acceptability on most parlour 
walls, or a musical composition’s popularity on a pier. 
If a play aims no higher than this, the critic is content to 
dismiss it in a few words and devote his all-too-little 
space to discussing productions having some aspirations 
to dramatic art. The great majority of audiences in this 
country (notwithstanding all that the relatively few 
enthusiasts assert to the contrary) leave their brains at 
home when they go to the play. A visit to the theatre 
is regarded as an evening’s diversion, and neither art nor 
thought is expected. 

Agate stated that the object of dramatic criticism 
should be to discover what is attempted, how well the 
attempt sueceeds, and whether the well-done thing was 
worth doing. This applies particularly to plays ; evalua- 
tion of acting must also consider such imponderables as 
a player’s personality, charm, and versatility, and that 
magnetic or hypnotic quality which enables a fine actor 
to make his audience thrill with the emotions he 
simulates. 

There are black sheep in every profession, but Sir 
Daniel’s conception of dramatic critics’ sense of responsi- 
bility is as insulting and erroneous as was Shaw’s judg- 
ment of doctors. The reason critics are chary of praise 
is that they very properly judge by high standards ; 
only the poorest hail new Shukespeares and Ibsens, 
Keans and Irvings, every year. 

A juster complaint might be directed to the frequent 
diversity of opinions expressed on a production or per- 
formance. But the critic cau only judge by the effect 
produced on himself (he has little concern with the 
fortunes of author, management, or players, nor with 
the occasional playgoer’s tastes), and response to art, 
particularly dramatic art, must vary with personal 
idiosyucrasies. Nor is it any wonder that a player’s 
acting or a dramatic situation, which interests a playgoer 
who beholds it some half-dozen times in his life, is less 
exciting to a critic who meets it as many times in 
a year. 

A final complaint, often made and which is implied by 
Sir Daniel Whiddon, is that critics are more interested in 
writing a stimulating article than in evaluating a produc- 
tion. There is sometimes truth in this, but the critie’s 
hold on his job largely depends on his ability to arouse 
interest. The scrupulously careful dramatic reporter 
may be judged a dullard and replaced by a critic giving 
more entertainment to those readers not passionately 
devoted to the theatre. 

London, S.W.3. NorMAN A. Punt. 

FORCEPS DELIVERY OF THE AFTERCOMING 

HEAD 

Sir,—The method of applying forceps to the after- 
coming head described by Mr. Ostry in your issue of 
Oct. 30 seems to have certain theoretical advantages 
over the technique usually employed, but there are a 
number of practical considerations which will probably 
prevent its more widespread adoption. As Mr. Holmes 
pointed out (Noy. 6), one of the reasons for using forceps 
in breech delivery is that the aftereoming head can be 
brought slowly and deliberately through the pelvic outlet, 
so that the baby’s upper respiratory passages can be 
cleared and respiration established before delivery is 
complete. In Mr. Ostry’s method it must be difficult 


to achieve this satisfactorily, and the operator.must 
either extract the head quickly or accept the risk of 
aspiration of mucus or liquor amnii, with its consequences. 
Also, there is surely a greater danger of injuring the anal 
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sphincter when one’s view is so obstructed by the fatal 
trunk. 

I have occasionally noticed that, following suprapubic 
pressure and with the baby hanging freely in the Burns 
attitude, the head still remains in an occipitolateral 
position. When the legs and trunk are carried upwards 
over the mother’s abdomen, however, the occiput almost 
invariably comes to lie anteriorly and forceps can then 
be easily applied. 

Maternity Hospital, 


Sunderland. J. P. O’DWYER. 


DETERIORATION OF ADRENALINE SOLUTIONS 


Sir,—The report of Dr. Argent and Dr. Dinnick 
(Nov. 6) that two out of four samples of adrenaline 
solution (1 in 1000) were inactive may cause considerable 
confusion in medical and pharmaceutical circles. I would 
like to know whether the solutions of adrenaline they 
refer to were the ordinary solution of adrenaline hydro- 
chloride B.P., which is not intended for parenteral 
administration ; or the official injection of adrenaline 
which contains adrenaline tartrate. This is important 
because the injection is a much more stable preparation, 
and its preparation and pH are carefully defined. It is 
sterile and should be stored in small well-filled containers 
protected from the light. West? found that even after 
six years’ storage the injection had lost very little 
activity. A rapid loss in activity of dilutions of 1 in 
100,000 adrenaline is well known; but it is perhaps 
not so well known that these dilutions can be stabilised 
from one to two hours by the addition of ascorbic 
acid 2 (10 ug. per ml.), and injected safely intravenously— 
at least in cats ! 

Pharmacology Department, 


School of Pharmacy, 


University of London. G. F. Somers. 


THYROID FOR LACTATION 

Sir,—Over a number of years I have been experi- 
menting with the use of thyroid during lactation. I have 
carried my clinical observations as far as I can and 
believe that it would be rewarding if someone with 
laboratory facilities could take up this line of research 
and translate the clinical impressions into biochemical 
tests and statistical predictions. 

It was in 1943 that I first gave thyroid to three patients 
with delayed lactation. All were fat types who had had 
a long labour. The effect on the milk yield was good, 
and I believe that such women can be helped considerably 
in this way. But cases of this kind are relatively rare 
and quite distinct from cases of inadequate yield without 
delay. In the many women who fall in this latter class, 
the administration of iodine or of thyroid during the 
puerperium does not affect lactation, as was shown by Sir 
James Spence and his colleagues, and does, according to 
my observations, make the mother restless and excited. 

In 1948 the Sir Charles Hastings prize was awarded to 
Dr. H. E. W. Roberton, a general practitioner in Christ- 
chureh, New Zealand, for a publication showing that 
moderate hypothyroidism existed in many women seven 
months or more after confinement. He believed this was 
probably due to the fact that Christchurch is in a *‘ goitre 
area.”’ Many observations, however, led me to think that 
a condition resembling a mild hypothyroidism was very 
common among women after the puerperium but much 
earlier than Dr. Roberton observed it. The symptoms 
were lassitude, irritability, dry and harsh skin, and dry 
falling hair. 

I experienced such a phase after my last three babies, 
and found on inquiry that many of my professional friends 
and relations had done so. I met many more such cases 
in my practice, which included a generous amount of 
midwifery and (what is much more important) a long 
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follow-up clinic for mothers and babies at which the 
mothers were allowed to complain. I found, too, that 
the deterioration of the hair was well recoguised among 
hairdressers, who did not expect a ‘‘ perm ”’ to ‘ take ”’ 
until nine months after a confinement. The symptoms 
were positively related to age, parity, and close spacing 
of babies. 

The exhibition of thyroid to patients in this phase 
had an excellent effect on the general symptoms. ‘Three 
multiparous patients had their hair ‘* permed ”’ success- 
fully within 5 weeks of delivery, though each had been 
refused by the hairdresser, on testing, after their previous 
confinements. (One hairdresser even offered the mother 
a commission on sales if she would tell him what she 
was taking!) As to the lactation, I observed that : 

(a) If the tablets were started in the 3rd week post partum 
the production of milk was increased. 

(b). If at any period up to 8 weeks lactation was definitely 
failing, the tablets had a dramatic effect, evident about 
24 hours later. If they were stopped again, relapse was 
evident within 3-4 days. 


The dose given was thyroid. sice. gr. 1, t.d.s., and there 
was only one case of apparent overdosage in approxi- 
mately two huudred cases. If the treatment was stopped 
suddenly the milk-supply fell and the mother became 
languid and irritable; so the mothers were weaned of 
their thyroid as the babies were weaned of their breast- 
milk. 

Being well aware of the unreliability of clinical impres- 
sions, I attempted some controlled experiments ; but 
they are even harder to devise in general practice than 
elsewhere. ‘Two professional women who started their 
families when they were over 30 agreed to do regular 
test-weighing for me. One took thyroid during her first 
lactation but not during the second ; the other vice versa. 
Both declared that they felt better on thyroid; and in 
both mothers (as happens also in the cow) the records 
showed a greater daily yield on thyroid but a shorter 
lactation. (Here I would remark that, the need of human 
milk being greatest when the baby is youngest, this 
result is well worth obtaining. The human situation 
is not comparable with that of the dairy-cow in this 
respect.) I consider I was lucky to have the willing 
codperation of ewen two women in an investigation of 
such length. 

I attempted another controlled experiment in a mother- 
and-baby home. 

For 18 months we gave thyroid from the 3rd week; for 
18 months we did not ; and for a third period half the mothers 
received thyroid and half received sodium citrate. Throughout 
the experiment there were fewer failures of lactation among 
the mothers receiving thyroid ; and their morale and coépera- 
tiveness were g° much improved that the nursery nurse was 
deeply disappointed when the time came to stop the thyroid. 
The defects of this experiment were that the mothers were 
much younger than the average of the practice; more of 
them were primipare ; they stayed in the home only 6-8 
weeks ; and they were probably more suggestible than the 
common run of mothers both by nature and because of the 
small, almost closed, community in which they lived. Except 
in the greater number of cases, it was inferior to the first 
experiment. 

A series of biochemical tests was also attempted ; but 
owing to the uncertainties of general practice it had to be 
abandoned, 

All the work I have done proves nothing; but it does 
indicate that there may be something to prove. 

There are one or two criticisms which I would like to 
forestall. 

First, those who say they have never seen post-partum 
hypothyroidism should earnestly 
ask themselves whether the mothers attending their infant- 
welfare sessions are really free to complain—and, if so, when 
and where. For another clinic at another time does not 
the more weary and depressed the mothers are, the 
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less likely they are to attend it. Again, how often are practi- 
tioners asked for a tonic by women a few months after a 
baby ; and how often does the tonic, if given, have any effect ? 

Secondly, it has been said that thyroid is slow in action 
and that a result which (much to my own surprise) was 
perceptible after 24 hours must be due to something else 

probably suggestion. This criticism is just; but I have 
had myxcedematous patients who responded almost as 
quickly. 

Thirdly, I am not suggesting that thyroid is a direct stimu- 
lant of lactation. There is no evidence of that. I believe that 
there is a general reduction in the activity of the ductless 
glands after confinement—probably through the sudden loss 
of the foetal hormone contribution—and that thyroid rouses 
all the other glands to greater activity, affecting the lactation 
by improving the general well-being of the mother. 

Finally, may I repeat that my object in writing is to 
persuade someone with greater facilities to check and 
test for himself these observations, which are merely 
adumbrations of something unknown. 
CHARLOTTE 


Cockermouth, Cumberland. NAISH. 


ABNORMAL GLUCOSE-TOLERANCE TESTS 
AFTER SEDATION 

Srr,—In connection with the paper by Dr. Merivale 
and Dr. Hunter in your issue of Nov. 6, may I recall 
the papers which I published on this subject from the 
Royal Edinburgh Hospital for Nervous and Mental 
Diseases in 1935 and 1937 ? 4? 

My conclusions ? were that ‘‘ hypnotics in clinical doses 
showed a marked effect on the results of the Glucose 
Tolerance Test, manifested by lowered maxima, or 
shortened hyperglycemia or both.” 

As a result of these papers at least one of the larger 
American life-assurance companies stipulated that candi- 
dates for life assurance must be free of sedative medication 
at the time of a glucose-tolerance test for medical 
examination. 

The Royal Society, = |, 

Edinburgh. Henry Top. 
ILEOSTOMY FOR CONGENITAL OBSTRUCTION 
OF THE SMALL INTESTINE 

Sir.—Mr. Heanley is to be congratulated on his 
thoughtful and successful approach to the problem of 
intestinal obstruction in the newborn (Oct. 30). 

I think his discussion of the rationale of the use of a 
safety-valve ileostomy rather than proximal resection of 
hypertrophied bowel might be carried further. He says : 
‘** therefore it seems that time rather than force from 
above is necessary to make the lower gut function and 
dilate.” I would suggest that the two operations are only 
different methods of obtaining the same ‘force from 
above ’’—the resection by getting back to normal bowel 
and the ileostomy by giving the large terminal bulb time 
to recover its propulsive contractions. During this ten- 
day period there is a tendency for adhesions to form 
around the anastomosis and these may lead to obstructive 
kinks before propulsion is established. After resection, 
contents pass-through the anastomosis earlier. Clinical 
and experimental work leads me to believe that this 
greatly reduces the chance of formation of obstructive 
adhesions. Furthermore it avoids the biochemical 
problems of that difficult ten days after operation. 

However, the results are a welcome confirmation of the 
feasibility of management of an ileostomy in the newborn 
period when it is necessary as a part of the treatment. 
In some cases of atresia the bowel is very short and the 
avoidance of a resection in this manner might be invalu- 
able. I wonder if something on the lines of a gall-bladder 
T-tube through the anastomosis might avoid the risk 
of kinking. 

I was also interested in a technical point. Mr. Heanley 
used two layers of O catgut and stressed the care required 
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in placement. One of my cases passed such a suture per 
rectum quite unchanged three weeks after operation. 
From this and other cases it seemed that such a material 
amounted to an unabsorbable suture for the gut of a 
neonate, and I have since found OOOO silk a much 
easier suture to handle. One carefully placed row of 
interrupted mattress sutures seems reliable. 


London, W.1. H. H. Nrxon. 


HEMOLYTIC TRANSFUSION REACTIONS 

Sir,—It is to be regretted that, in his article of Nov. 6, 
Dr. Discombe has been so misinformed and misvuided 
to write as he does regarding the advisory circulars issued 
by advisory committees of regional hospital boards. 

Believing that the committee of which I am chairman 
is one that he assails, I write to state that the first 
memorandum, circulated in the North East Metropolitan 
Region in December, 1951, was drawn up by a subcom- 
mittee, revised by the full advisory committee, and 
discussed and agreed upon at a meeting of all the patho- 
logists of the region before being issued. A second 
memorandum issued to the Central Pathology Committee 
(Ministry of Health) by the adviser in pathology was a 
fully revised and expanded form of the first memorandum 
and was the work of the adviser in blood-transfusion 
and the director of the M.R.C. Blood Group Reference 
Laboratory. 

Neither of the memoranda was mandatory, indeed the 
covering letter of the second made this abundantly clear : 
‘**T wish to emphasise that the sending of this letter and 
the attached documents is not intended as a directive ...”’ 
Neither memorandum embodied “rules or regulations.” 
As an example I would quote the heading of the first 
memorandum : 

“© North East Metropolitan Regional Hospital Board, Regional 
Advisory Committee in Pathology, Blood Transfusion, Blood 
Grouping and Matching. In order that Pathologists may have 
a guide to the newer technique in blood grouping and matching, 
the following notes have been made in anticipation of the 
revised pamphlet by the M.R.C. which is shortly to be pub- 
lished and to which further reference should be made.”’ 


The preamble of the second memorandum was similar : 

“The following notes and suggestions on blood grouping 
and compatibility testing are not exhaustive. For further 
infermation see M.R.C. Memorandum No. 9, Determination 


of the Blood Groups (under revision), and M.R.C. Memorandum 
No. 19, The Rh factor...” 


The issue of both memoranda was followed by an 
improvement in facilities for blood-grouping and cross- 
matching in regional hospital laboratories, as well as by 
a general improvement in the standard of blood-group 
serological technique. 

That there was a need and a place for such memoranda 
was indicated to me by the requests for copies of the 
memoranda, &c., that I received from this and other 
countries following my last letter on the subject of 
blood-transfusion (The Wrong Blood, Lancet, 1953, ii, 
345). 

J. F. He@are 


Chairman, Pathology Advisory Committee, 
North East Metropolitan Region. 


Sir,—May I commend Dr. Discombe’s interesting and 
valuable article. His earlier article on the same subject 
is kept on the transfusion bench in the pathology 
department of this hospital, as a guide and a warning. 

There are two points on which I wish to comment. 
I agree with Dr. Discombe in condemning unsigned 
directives or recommendations on technical subjects. 
One is tempted to ignore all unsigned documents, but if 
one does so, and if a transfusion mishap oecurs, a lawye1 


may well ask why official advice was ignored. A case in 


1. Discombe, G. Lancet, 1952,i, 734. 
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point is the Ministry of Health’s Notes on Transfusions. 
In this pamphlet it is advised that all blood bottles that 
have been tapped should be used within 24 hours, or else 
labelled ‘‘ dangerous for patient.’ In those districts 
where pilot tubes are not supplied, if these directions were 
followed there would be a great waste of blood and many 
lives would be endangered, and some perhaps lost, because 
of the resulting shortage of blood. 

Dr. Discombe rightly notes that mismatch transfusions 
are fortunately rare, and so only a few workers can have 
experience in treatment. A line of treatment not 
mentioned in the article is perhaps worth noting. 

Rutherford * describes how, through a labelling error, 
240 ml. of group-B rhesus-positive blood was given to a 
group-A rhesus-negatiye patient, weighing 85 lb. Two hours 
and forty minutes after discontinuing the wrong transfusion, 
3000 ml. (six bottles) of group-A rhesus-negative blood 
were given through a left arm vein, and during this period 
2500 ml. (five bottles) were withdrawn from the opposite 
arm vein. The first two bottles of blood withdrawn from the 
patient showed hemolysis, and contained group-B cells. The 
next three bottles withdrawn from the patient showed no 
visible hemolysis, and it was deduced from this that the blood 
replaced was adequate. Five hours after the wrong group 
transfusion, and two hours after the institution of the replace- 
ment transfusion, the patient passed dark brown, murky 
urine, containing hemoglobin precipitates. One and a half 
hours after the conclusion of the replacement transfusion, 
she passed clearer urine which still contained hemoglobin. 
After that she passed increasingly large amounts of clearer 
urine, and on the day following the transfusion she appeared 
to be out of danger as far as renal failure was concerned. 
She made an uninterrupted recovery. 


On theoretical grounds, this seems to me to be a most 
reasonable foim of treatment. 


Worthing Hospital, 
» ion R. AIpin. 


UNRESTRICTED SALE OF SEDATIVES 

Sm,—Many medical men, particularly those in active 
psychiatric practice, view with alarm the increasing ten- 
dency on the part of the public to resort to certain 
‘household preparations’? which are on unrestricted 
sale without prescription, for their sedative effect or, not 
infrequently, for suicidal purposes. The preparations 
principally employed are aspirin, tab. codein, co., and 
‘ Chlorodyne ’—all in themselves harmless it taken in 
normal doses, but potentially lethal if taken to excess. 

Before the introduction of the Pharmacy and Poisons 
Act, 1933, the Pharmaceutical Society specifically 
recommended that certain drugs, including aspirin, 
should come under the Poison Schedule, but the Home 
Office finally decided, in the case of aspirin, against this 
provision. This Act also restricted the sale of certain 
drugs—again excluding aspirin—to authorised sellers of 
poisons, but left the quantity which might be supplied 
at any one time unrestricted; and tab. codein. co., 
although containing codeine phosphate gr. !/, per tablet, 
was exempted from the Scheduled Poison list. 

In addition to a codeine addict, two chlorodyne addicts 
have been treated in this hospital within the past few 
weeks. Chlorodyne, which can be bought quite freely, 
contains gr. 1/, of morphine hydrochloride in 60 minims, 
and it seems most undesirable that its sale should not be 
restricted, especially when the effects of small doses of 
morphine on children are considered. 

It would seem, therefore, that some further revision 
of views on this subject is overdue, and that the public 
might be usefully safeguarded against themselves by 
legislation requiring the addition of a small dose of emetic 
to such preparations, on the analogy of Dover’s powder, 
which contains powdered ipecacuanha gr. !/, per tablet 
and so produces vomiting if taken to excess (although 
this preparation is actually under schedule 1). The 
addition of pulv. ipecac. gr. 1 per 5 grain tablet of aspirin 





2. Rutherford, P. 3S. 
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or codein. co. would have no effect if taken in normal 
doses, but would act as an emetic by the time a dangerous 
dose was taken. In the case of liquid preparations, such 
as chlorodyne, a smaller dose of emetine hydrochloride 
would be pharmacologically preferable, and this would 
automatically bring it under schedule 1—in itself an 
advantage. 

Any such possible legislation would be to some extent 
affected by the Food and Drugs Act, and ‘ aspirin + 
ipecac.”” would no longer be saleable as “ aspirin ’’—a 
registered synonym for pure acetylsalicylic acid in tablet 
form—but would have to be sold under its official B.P. 
name. 

Nothing has been said about the misuse of the bar- 
biturates, as these are only available on prescription, and 
the remedy les in the hands of the medical profession ; 
but is it not time that the profession stood by the 
pharmacists in the matter of the drugs on open sale, 
and pressed for amended legislation ? 


Warley Hospital, 


GEOFFREY NIGHTING 
Brentwood, Essex. satay 


; Physician-Superintendent. 

CHILD WELFARE: PHYSICAL AND MENTAL 

Srr,—-It may well be true, as suggested in your note 
under Public Health on Oct. 30, that the local authorities 
‘‘ean elaim a considerable share in the credit for the 
reduction of infant mortality.’? More certain, however, 
is the major réle they have played in maintaining good 
health in children by regular-supervision and by invalu- 
able advice and guidance given to mothers on details of 
child care and management. 

Times have undoubtedly changed. There is a decreasing 
incidence of children’s diseases and a steady over-all 
improvement in children’s health. In this new scheme of 
things new needs have arisen, among which the prob- 
lem of the emotional disorders of children is the most 
outstanding. Elsewhere ! I have suggested how local 
authorities might meet this need. The recent report 
of the London County Council, referred to in your leader 
on Child Mental Welfare last week, brings emphasis, 
long overdue, to this serious problem. The article by 
Dr. Symonds, in the same issue, illustrates what can be 
done in the welfare clinics to help mothers with the 
behaviour and enfotional problems of their children. In 
the equally important field of preventive mental health 
new methods and techniques will need to be developed 
and new avenues explored, such as education for 
parenthood in antenatal clinics. 

At present the day-to-day work of the clinics comes in 
for strong criticism, as pointed-out in the note entitled 
‘* Practitioner and Health Visitor,’ which you also 
published last week. So often the work in the clinics 
appears to lag behind the now accepted practices of child 
care and management. Mothers are given advice at the 
same clinic by health visitor and clinic doctor which may 
be conflicting. Such topics as night feeds, overfeeding, 
umbilical hernia, and advice on _ breast-feeding are 
frequent causes of strong differences between family 
doctor and clinic or pediatrician and clinic. The plea 
for a ‘“ proper domiciliary team” is timely, and may 
well be achieved by selective health-visiting by case 
allocation from the practitioner or pediatrician. 

Maintenance of health, both physical and mental, 
remains the hallmark of the work of the local authorities. 
They are in an incomparable position to study and 
contribute to scientific knowledge in such obvious 
problems as the failure of breast-feeding and the natural 
history of the emotional disorders of childhood. By such 
study and contribution the work of infant-welfare centres 
will have a new lease of life and provide proof, if proof be 
needed, of the valuable part they can continue to play in 
a changing society. 


London.. W.1. Davip MorRRIs. 


1. Brit. med. J. 1951, ii, 301. 
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A BLOOD-TRANSFUSION PUMP 

Sir,—The blood-transfusion pump described by Mr. 
Martin in your issue of Nov. 13 is not, I fear, a new 
invention. I made a similar pump during the war, but 
I cannot claim to have invented it, for the idea was 
suggested to me by Mr. Molesworth, of Folkestone, who, 
in his turn, had seen something similar in France for 
extracting blood from donors’ veins (with a revolution- 
counter indicating the fee in franes !). 

The principle is, of course, based on the common 
practice of ‘“‘ milking’”’ the tube, but the action with a 
rotating roller is much quicker and more powerful. 
I can testify to its value and believe it saved at least 
one life. 

Moreover, it leaves no excuse for the dangerous 
practice of blowing down the air-inlet tube. 


Buckland Hospital, Dover. A. R. JoRDAN. 


CROSS-MATCHING OF BLOOD IN PRESENCE OF 
DEXTRAN 

Sir,—We note with interest Dr. Marston’s satisfactory 
experience when using the Sheffield albumin technique 
for difficult incompatibility tests following dextran 
transfusions (Oct. 2). 

This technique will not always overcome these diffi- 
culties. In such cases the indirect Coombs test on the 
patient’s serum with the donor red cells proves very 
effective. 

CC, C. BowLEy 

Director 
I. DuNsFORD 
Senior Scientific Officer. 
ADOPTION OF CHILDREN 


Srr,—-On Oct. 2, under Medicine and the Law, you 
report that the Departmental Committee on the Adoption 
of Children have made what you call ‘‘ an important 
recommendation ’’ that applicants wishing to adopt 
a child should be required to give an undertaking to 
bring the child up in the knowledge that he is adopted. 

Surely this is a very wrong recommendation ? Sixteen 
years ago I adopted one of my daughters, and my wife 
and I have been careful to make no distinctions between 
our own children and the adopted one. All our children 
get the same boarding-school education and fly out from 
England in rotation to spend the summer holidays with 
us in Africa. Sometimes they come singly and sometimes 
together, depending on what I can afford. Looking back 
over the years I cannot say that one child has been more 
bother to me than another except perhaps that we had to 
bottle-feed the adopted one whereas the other two were 
breast-fed. There have been occasions when someone 
has remarked that the adopted child was “ the image 
of its mother’? or again when someone more observant 
has asked ‘‘ why has one of your children got brown 
eyes when the other two have blue eyes?” ; but on the 
whole the three children have been accepted as brother 
and sisters. In later years [I have had to tell the head- 
mistress that one of my daughters is adopted, and she 
has cooperated fully. For years now the girls have been 
accepted at school as sisters who “ don’t look alike” 
but otherwise there is no comment. The adopted daughter 
is intelligent, a good mixer, and hockey captain. She will 
have no great difficulty in getting on in the world when 
she leaves school. 

If I had had to bring the child up in the knowledge of 
her different birth there would have been difficulties and 
distinctions from the first. For example, would my Indian 
ayah have treated the adopted baby with the same 
affection and care she gave to the others ? During the 
war years when I was a prisoner and my wife had to do 
a job, leaving the care of the children very largely in the 
hands of my Indian servants (who are still with me after 
twenty years), would the “little cuckoo in the nest” 


Regional Transfusion Centre, 
Sheffield. 


MEDICINE AND THE LAW 
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have suffered from no distinctions? Would the child 
have been happy to know she was of different parentage ? 
Would she have liked to know she was illegitimate ? 

I have discussed the matter with some of my medical 
colleagues and I have received support for my contention 
that an adopted child should not ‘‘ compulsorily ’’ be 
brought up in the knowledge of her parentage. To my 
mind this is an individual matter which depends on 
circumstances. 

COLONIAL MEDICAL SERVICE. 


Medicine and the Law 





Criticism of New Transfusion Sets 


A woman of 40 died on Oct. 14 in Dudley Road 
Hospital, Birmingham, from shock and hemorrhage 


after an operation during which she had had two blood- 


transfusions. At an inquest on Oct. 27} it was suggested 
that faulty blood-transfusion apparatus was partly 
responsible. Prof. J. M. Webster, Home Office patholo- 


gist, said that death had been accelerated by coronary and 
cerebral air embolism and he thought that air had 
entered the circulation through the transfusion apparatus, 
which was of a new pattern issued in June. 

Dr. R. E. Lee, consultant anesthetist, said in evidence that 
he felt so strongly about the new transfusion sets that he 
wrote to the Ministry of Health to ask that they be withdrawn. 
The old type of blood-giving set, he added, had proved com- 
pletely satisfactory. With the new sets, he had seen air 
drawn in at the top of the chamber: “‘ it made a hissing noise 
and fortunately the theatre was quiet.” He agreed that 


several modifications had been made, but he did not think 
these had been successful. 


Dr. Elizabeth Hoult, consultant anesthetist at Dudley 
Road Hospital, said she had not heard of anyone who liked 
the new apparatus. The junior staff at the hospital had been 
so concerned about its possible dangers that they had written 
to the medical staff committee about it. 

Dr. Walter Weiner, director of the regional transfusion 
service, said that extensive trials had shown that the new 
sets were satisfactory. But he agreed that the test sets had 
been hand-made, and that the mass-produced sets were far 
less efficient. The components were supplied by the Ministry 
of Health. 

In his summing-up, the coroner suggested that the mass- 
produced sets might not have been given the necessary testing 
before they were introduced. 

The jury was told that the Ministry of Health had been 
warned in September that the apparatus was dangerous 
and that on Oct. 18, four days after the woman’s death, 
the Ministry advised that the apparatus should be with- 
drawn. The jury returned a verdict of accidental death, 
probably due to the faulty apparatus. 

We understand that the new transfusion sets will not 
be re-issued until modifications have ensured that they 
will be satisfactory under all conditions. 


Insanity: Continuity of Treatment 

A voluntary patient in a mental institution broke his 
leg and was sent to a general hospital for about four 
months until recovery from the fracture was sufficient 
for him to return to the institution. Could he be said 
to have been under continuous care and treatment as a 
voluntary patient for the purposes of the Mental Treat- 
ment Act, 1930? The question was important because 
the Matrimonial Causes Act, 1950, enables a petition for 
divorce to be brought on the ground that the respondent 
is “ineurably of unsound mind and has been con- 
tinuously under care and treatment for a period of at 
least five years immediately preceding the presentation 
of the petition.”’ The conditions of such care and treat- 
ment are narrowly defined in the 1950 Act, but treatment 
under the Mental Treatment Act as a voluntary patient 
suffices if it follows without any interval a period of 


1. Birmingham Gazette, Oct. 28, 1954. 
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detention in pursuance of an order under the Lunacy and 
Mental Treatment Acts. 


Mr. and Mrs. Swymer were married in 1918. In 1925 he 
was admitted to a mental hospital pursuant to a reception 
order and remained under care and treatment until December, 
1951, when he was discharged «as relieved and readmitted on 
the same day as a voluntary patient. In January, 1953, he 
broke his leg and was admitted to the Southern Hospital, 
Dartford, as an inpatient, remaining there until May when he 
returned to the mental hospital. The Commissioner who 
originally tried the case dismissed the wife’s petition, but 
last week the Court of Appeal reversed the decision. 

The Lord Chief Justice said that there was no doubt that 
the husband was incurably insane, and the Court had to 
consider whether the fact that he was sent to be treated for 
his broken leg at a general hospital which was not an approved 
place under the 1930 Act caused a breach in the care and 
treatment so that the period of five years’ continuous treat- 
ment had been broken. He had been a voluntary patient 
since his reception as such in December, 1951, and was still a 
voluntary patient when he was taken to the Southern Hospital. 
The question was whether he was then receiving treatment as 
such. Lord Goddard thought he was. He was still on the 
books of the mental hospital, and reports on him were required 
by and sent to the superintendent of that hospital, who had 
not in any way abandoned him or his treatment. His Lord- 
ship could find nothing in the 1930 Act to require that all 
treatment must be given within the curtilage of the approved 
institution. Otherwise, if a voluntary patient were to go out 
for a walk or to take any exercise outside the curtilage of the 
institution, it would follow that the period of care and treat- 
ment was ended—which was an absurd result. A patient 
could be granted leave or sent on holiday as part of treatment, 
as had been done in the present case. In his Lordship’s 
opinion, the temporary absence of a voluntary patient for 
convenience of nursing him for a physical, as distinct from a 
mental, injury did not break continuity of treatment. 


So Mrs. Swymer obtained her divorce. Cases of this 
sort will always turn on precise facts, but Lord Goddard’s 
judgment shows that the courts will take a broad view 
of what constitutes continuity of treatment. 


Doctor’s Name Removed from Medical List 

After an inquiry in Manchester on Sept. 21 the National 
Health Service Tribunal decided that the name of 
Dr. Alan McKerlie should be removed from the medical 
list of Lancashire Executive Council and should not be 
included in any corresponding list kept by any other 
executive council under part 4 of the National Health 
Service Act, 1946. 

The complainant was Lancashire Executive Council, Man- 
chester City Executive Council, on whose medical list also 
the respondent’s name was included, took no part in the 
proceedings. The statement of complaint included allegations 
that the respondent had failed to render to a patient all proper 
and necessary treatment; had frequently failed to attend 
and/or treat patients at the places where and the hours when 
he had undertaken to do so; had, “ in breach of an implied 
obligation on his part in that regard, failed to conduct himself 
in a manner befitting his professional status and employ- 
ment”; and had on three occasions been convicted by the 
Manchester City Magistrates’ Court. 

The tribunal found that the respondent had during the past 
three or four years become increasingly addicted to drink ; 
he frequented licensed premises to an extent which was 
incompatible with his position as a professional man. He had 
been repeatedly absent from his surgery at the times when 
he had undertaken to be present, and had failed to answer 
calls made to him by his patients ; and he had failed in these 
respects without making any adequate arrangements for a 
deputy to act for him. “ The root cause of the whole matter 
is drink... . 4 All sense of responsibility on the part of the 
respondent appears to be entirely lacking.” 


Dr. MeKerlie has not appealed against the decision, 
and accordingly the Minister of Health has directed that 
this shall take effect, and that Dr. McKerlie’s name shall 
not be included in any executive-council list until the 
tribunal or the Minister directs otherwise. 





1. Times, Nov. 13, 1954. 
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CHARLES GEORGE LEWIS WOLF 
B.A. Manitoba, M.D. McGill, Ph.D. Camb. 


Dr. C. G. L. Wolf, honorary consulting biochemist to 
the United Cambridge Hospitals and for many years a 
member of the Cambridge borough and county councils, 
died on Nov. 9 at the age of 82. 

He was born at Niagara Falls, Canada, and began his 
academic studies at the University of Manitoba, where 
he was first medallist in the natural sciences in 1890. 
He continued his medical studies at McGill University 
where he qualified in 1894, and the following year he 
was appointed demonstrator in chemistry there. But in 
1896 he came to Europe and he spent the next two years 
at the universities of Cambridge and Wiirzburg. 

In 1899 he was appointed to the staff of Cornell 
University Medical College in New York, later becoming 
assistant professor and head of the department of 
physiological chemistry. He held this post till 1911, 
when he returned to Cambridge, at first to work in 
Gowland Hopkins’s laboratory, and later in his own 
laboratory at Addenbrooke’s Hospital. During the 
1914-18 war he served with the R.A.M.C. in France, 
where he was for a time in charge of a base hygiene 
laboratory. He was twice mentioned in despatches. 
During the war he also became a member of the bacterio- 
logical committee of the Medical Research Council. After 
the war he joined the council’s scientific staff, and he 
continued to work at Addenbrooke’s, where he was 
appointed honorary biochemist in 1921. The same year 
he received-the degree of PH.D. from the University of 
Cambridge. A colleague writes : ‘‘ Dr. Wolf had an exten- 
sive knowledge of the literature of his subject, and he was 
an energetic and most careful laboratory worker who 
paid scrupulous attention to technique. During his active 
professional life he carried out a great deal of original 
research in biochemistry and in physiological subjects, 
the results of which appeared in the numerous scientific 
papers which he published.”’ 

In later life Dr. Wolf became interested in municipal 
affairs, and he was a member of the Cambridge Borough 
Council from 1936 to 1946. He served on many com- 
mittees, and was a former chairman of the public-health 
committee. He was also a member of the Cambridge 
County Council from 1937 to 1946. He took an active 
part in this work, especially in education and public 

health. 

In 1910 he married his cousin, Josephine Rebecca 
Tallerman. She died in 1949 and there were no children 
of the marriage. 


WILLIAM JAMES BURNS 
M.B. Edin., F.R.C.P.E. 


Dr. W. J. Burns, who died on Nov. 8 in an Edinburgh 
hospital, was born at Dalrymple, Ayrshire, where his 
father was a schoolmaster. During the first world war he 
served in the Royal Flying Corps as a pilot and he later 


graduated in medicine at Edinburgh in 1923. After 
house-appointments at Ayr County and Heathfield 


Hospitals, he became an assistant in general practice in 
Grimsby and from 1927 till 1937 he had a practice in 
Workington, Cumberland. In 1934 he contracted 
tuberculosis, against which he fought courageously for 
the next twenty years. During long spells in hospital, he 
studied ornithology and medicine, and during a con- 
valescence in 1943 he became a member of the Royal 
College of Physicians of Edinburgh. He was elected 
fellow in 1949. For a short time he was assistant super- 
intendent of Glenlomond Sanatorium, Fife, and medical 
superintendent of Lochmaben Sanatorium, Dumfries. 
He was a vice-president of the Tuberculosis Society of 
Scotland. For the past few years he had served as chest 
physician to the Ministry of Pensions and as a member 
of a pneumoconiosis panel and medical referee to the 
Department of Health. It was a source of great satis- 


faction to him that he lived to see the day when sufferers 
from his disability could be cured in the early stages 
by modern chemotherapy. 
and daughter. 


He is survived by his wife 


T. 8. 
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Notes and News 


WORK FOR THE ELDERLY AT FINSBURY 


A DELIGHTFUL piece of social work has been in progress in 
Finsbury since 1951—a scheme providing part-time employ- 
ment for aged persons. This was planned jointly by the 
Finsbury Borough Council and the Employment Fellowship 
(of which Lord Luke is president) and it began life in a con- 
verted four-storey house with a basement—not the most 
convenient place in the world for people who have lost some 
of their enthusiasm for running up and down stairs. Never- 
theless, as Mr. W. Noble (chairman of the fellowship) said at 
the opening ceremony of a new centre, on Nov. 11, if success 
can be measured in terms of the regular attendance, good 
health, and smiling faces of the workers, it has been a great 
success. He attributed much of this success to Miss Irene 
Gwynne, the organiser of the centre, and to the enthusiasm and 
hard work of Dr. C. O. 8S. Blyth Brooke, secretary of the 
scheme, after whom the new centre has been named. Brooke 
House owes its existence to the energy of the joint committee, 
on which Lord Amulree, Prof. J. M. Mackintosh, and Mr. 8. J. 
Glaysher (director of a local business firm) have served. 

Lord Horder, who opened the centre, shared the general 
pleasure in its name, which would, he said, become historic. 
He compared the human machine to a battery which goes 
on for a long time “‘ if you look after it and keep it in action.” 
Many sexagenarians, septuagenarians, and octogenarians 
(whose age-group he shares) are left today, he said, with 
nothing going through the battery, denied the chance of 
making their contribution to the community. Finsbury has 
given old people the chance to work, and the chance to work 
together in company. Lord Amulree, speaking in place of 
Lord Luke, who was unable to be present, mentioned that the 
New River Water Company had given the site for the new 
centre at a peppercora rent, and that handsome donations 
had been made by the William Johnston Yapp Trust and the 
National Corporation for the Care of Old People. 

Alderman L. J. Hartley, 3.p., mayor of Finsbury, conducted 
Lord Horder to Brooke House, and gave him the key to open 
its doors; and the Bishop of Stepney dedicated the centre 
and its work in a short service. The building is pleasing and 
simple, with well-lighted workrooms for men and women, 
separate toilet and washrooms, a small shop, a comfortable 
rest room with a couch, and a kitchen. More than 80 old 
people had hurried in to take their places as soon as it was 
opened, and were happily at work—packing corn-plasters and 
powder-puffs, completing finger-stall straps, and doing other 
light work supplied by local factories. A machinist with a life- 
time’s experience was engaged in making delicate lingerie. 
The old people can earn an extra 10s. a week at the centre 
(all that they are allowed to earn without deduction from 
their pensions). They work either a morning or an afternoon 
shift, and they not only enjoy the chance to be earning, but 
welcome the community life. This pioneer scheme has made 
a name for itself, and the borough council and the joint 
committee are justified in hoping that it may lead other 
councils to follow suit. 


HYPERGLYCAMIA, ACIDOSIS, AND KETOSIS IN 
ANESTHETISED PATIENTS 

In a presidential address to Manchester Medical Society 
on Oct. 21, Dr. A. R. Hunter said that of the many metabolic 
disturbances induced by inhalation anesthesia, ketosis was 
one of the more important because of its bearing on anzs- 
thesia in the diabetic. To obtain information on this subject 
the output of aceto-acetic acid and pre-formed acetone in the 
urine during the twenty-four hours after operation was 
estimated in about 150 patients. Such output proved con- 
siderable in those to whom ether and chloroform had been 
given. It was less extensive after the administration of 
cyclopropane and of nitrous oxide and oxygen with truly 
minimal ether ; it was also less extensive when nitrous oxide 
was supplemented with thiopentone. After spinal anesthesia 
ketosis was usually slight, but ketone output was considerable 
in occasional cases where the anzsthetic had failed to “ take ’ 
and supplementary inhalation narcosis had been induced. 
The same was true of patients undergoing submucous resection 
of the nasal septum under cocaine and adrenaline. The 
severity of the ketosis in adult male patients, who formed the 
majority of the group, was unrelated to the duration of the 
operation. The hourly output was found to remain at a high 
level for some twelve to sixteen hours after operation. There- 





after it diminished but returned to its previous level, presum- 
ably because of vomiting in some patients, about the twentieth 
hour of the first day. In children ketosis was relatively more 
severe than in adults. In women ketone output was a little 
higher than the corresponding figure for men. The correla- 
tion between the blood-sugar level at the end of the operation 
and the ketone output in the subsequent twenty-four hours 
was very low. Preoperative administration of 5-10 units 
of insulin had no value in the control of ketosis, but its severity 
was greatly reduced by 10% glucose given rectally every 
four hours in the postoperative period. There was no correla- 
tion with the postoperative liver function as measured by 
Quick’s hippuric-acid test. 

These results seemed to indicate that the liver glycogen 
was depleted and the liver fat increased by the administration 
of the more “ toxic” anesthetic agents. It was impossible to 
obtain any evidence on the liver fat, but the results indicated 
that no single factor was responsible for liver glycogenolysis 
during anesthesia. Neither the present investigation nor 
previous work in this field suggested that the development 
of ketosis after anwsthesia indicated the production of even 
a temporary diabetic condition. Accordingly the so-called 
“toxic ’’ anesthetics could be administered to diabetics 
provided that suitable amounts of insulin and glucose were 
given during the period in which the patient was unable to 
take his normal diet. 


TEACHERS FOR THE HANDICAPPED 


CHILDREN with physical handicaps and maladjusted children 
are best taught by people with special training and experience. 
In a report! to the Ministry of Education, the National 
Advisory Council on the Training and Supply of Teachers 
recommend that all teachers in special schools should take a 
year’s special training and obtain an extra qualification, in 
addition to their qualification as teachers. At present only 
teachers in schools for the blind, deaf, or partially deaf are 
required to have a special qualification, and the only one-year 
special training courses offered are for teachers of the deaf 
and partially deaf, the educationally subnormal, and the 
maladjusted. The council suggest that the new courses should 
be general courses on teaching the handicapped, with some 
reference to particular handicaps. Teachers of the blind, 
deaf, and partially deaf, however, would still need specialised 
courses, 

All primary and secondary schools have some handicapped 
children ; and these, the council believe, should have some 
teachers on their staff with special understanding of the 
problems of the handicapped. Short courses, not leading to 
qualification, should be provided to give them this under- 
standing, as well as the one-year courses already mentioned. 


CARDS IN GOOD CAUSES 


ONCE again we welcome in this office those Christmas 
cards which so appropriately combine the season’s greetings 
with an opportunity for minor philanthropy. This year it is 
particularly difficult to decide which card should have pride 
of place, but we are glad to note that the Marriage Guidance 
Council is reissuing Pearl Falconer’s beautiful Nativity 
drawing, which scored such a success last year. The council 
has also a new card on the same theme by John Minton ; 
both may be obtained at 6s. 6d. a dozen, including envelopes 
and postage, from the council’s Book Room, 78, Duke Street, 
London, W.1. The National Association for Mental Health 
(39, Queen Anne Street, London, W.1) has reproduced a 
pencil drawing by Augustus John of a charmingly solemn 
infant sitting on his mother’s knee. The price is 9s. 6d. per 
dozen. The Association has also repeated the photograph of 
the 15th-century Florentine statuette, ‘‘ The Virgin with the 
Laughing Child,” and the popular card of the child and 
donkey from the film of Never Take ‘“‘ No” for an Answer. 
Both cost 6s. 6d. per dozen. This year Unicer (39, Kingsway, 
London, W.C.2) has five gay designs by Roger Duvoisin, 
showing children of different lands enjoying their traditional 
amusements, A set of 10 assorted cards costs 7s. 6d. Fougasse’s 
animal drawings once again enrich the cards, wrapping- 
paper, labels, gummed strips, and gift-parcel ribbons issued 
by the Universities Federation for Animal Welfare (Uraw, 
284, Regent’s Park Road, Finchley, London, N.3). All the 
old favourites are here, together with a new card, in full 
colour, showing St. Francis surrounded by a happy group of 
creatures from all three elements—land, sea, and air. These 





1. Training and Supply of Teachers of Handicapped Pupils. 
H.M. Stationery Office. 1954. Pp. 45. $ 
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eards cost 3s. for 6. Three popular artists—Pat Kemmish, 
Jon, and Barry Appleby—have designed bright and cheerful 
Christmas seals for the National Spastics Society (44, Stratford 
Road, London, W.5), who suggest a donation of one penny 
for each seal. The National Association for the Prevention 
of Tuberculosis has this year prepared no fewer than one 
hundred million Christmas seals: they cost only a_half- 
penny each—or 4s. a 100—and there are cards to match 
at 8s. Six chilly but eminently Christmassy scenes are depicted 
on the cards of the Grenfell Association (66, Victoria Street, 
London, S8.W.1), which continues to do fine work in Labrador 
and Northern Newfoundland. These well-known cards range 
in price from 6d. to 1s. ld., and are sold separately. 


P THE FRISIAN CONJOINED TWINS 


A FILM with this title (16 mm., sound, colour, 45 minutes) 
records the parturition, investigation, and surgical separation 
of the conjoined twins born in Friesland in November, 
1953. Both the surgeon (H. L. Straat) and the film production 
unit (Universitaire Film, Utrecht) saw Prof. Ian Aird’s 
film The Conjoined Twins of Kano before the operation 
was done at Leeuwarden last June. 


The film starts badly with the names of those concerned with 
it which follow one another on the screen in silence for three 
minutes. Details of the delivery of the twins are beautifully demon- 
strated by means of animated diagrams. Then follows a description 
of the twins and details of the investigations to discover the extent 
of the union and organs involved. The operation is shown in some 
detail. The union of the Frisian twins appeared to be rather less 
extensive than that of the Kano twins; the only structures involved 
were skin, peritoneum, and a fibrous liver bridge containing one 
vessel. The stomach of one infant was herniated through the linking 
orifice. 





University of Birmingham 

Dr. K. W. Donald has been given the title of first assistant 
in the department of medicine from the date that Dr. 
W. Trevor Cooke relinquishes his whole-time university 
appointment. 

The following appointments have been made; Dr. J. D. 
Blainey, lecturer in experimental pathology ; Dr. J. B. W. 
Halley, lecturer in pathology ; Dr. K. R. Thornton, lecturer 
in pathology; Dr. P. H. Davison, lecturer in medicine to 
dental students ; Mr. R. G. Brown, lecturer in social medicine ; 
Dr. F. H. Howarth, lecturer in radiology ; Mr. A. Gourevitch, 
lecturer in surgery to dental students; and Dr, A. D. 
Hudson, research fellow in pathology. 


University of Edinburgh 
Sir Sydney Smith has been elected rector in succession to 
Sir Alexander Fleming, F.R.s. 


Royal College of Physicians of London 

On Tuesday, Dec. 7, and Thursday, Dec. 9, at 5 P.M., at 
the Royal College of Physicians, Pall Mall East, S.W.1, 
Dr. C.. E. Newman will deliver the FitzPatrick lectures. He 
has chosen as his subject the Evolution of Medical Education 
in the Nineteenth Century. 


Royal College of Surgeons of England 

At a meeting of the council on Nov. 11, with Sir Harry 
Platt, the president, in the chair, Mr. Julian Taylor was 
appointed Bradshaw lecturer for 1955. Mr. R. H. Boggon 
was elected to the court of examiners. The Begley prize was 
awarded to G. S. Rawson (Guy’s). 

Diplomas of membership and a diploma in public health 
were conferred on the candidates named in our report of the 
comitia of the Royal College of Physicians (Lancet, Nov. 6, 
1954, p. 977). A diploma of membership was also granted 
to Sheila C. Hay. 


Royal College of Physicians of Ireland 

At a meeting of the college held on Nov. 5, with Dr. 
Edward T. Freeman, the president, in the chair, the following 
were admitted to the membership : 


T. H. Bewley, P. A. H. Davis, F. D. Honneyman, A. V. de P. Kelly, 
M. J. M. Solomons. 


University of Adelaide 
A T.G. Wilson travelling scholarship in obstetrics is offered. 


Applications for this scholarship (£200) are invited from Australian 
graduates of not more than five years’ standing who have served 
as resident medical officers at the Queen Victoria Maternity Hos- 
pital, Adelaide. Applications must reach the registrar of the 
university not later than Jan. 10, 1955. 





1. See Lancet, 1954, i, 840, 
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Royal Society 
A Royal medal has been awarded to Prof. H. A. Krebs, 
M.D., F.R.S., for his contributions to biochemistry. 


Drummond Fellowship for Research in Nutrition 

Applications are invited for this Fellowship (£900 per 
annum) which will normally be tenable for two years. 
Completed application forms must be returned not later than 
Jan. 15, 1955, to the hon. secretary of the Drummond Trust, 
University College, London, W.C.1. 


Church Missionary Society 

This society would be grateful for gifts of equipment (or 
offers at surplus prices) for its hospitals in Africa and the 
East. The most urgent needs are: operating-table and auto- 
clave, E.N.T. spot-lamp, laryngoscope, centrifuge, and Kahn 
test and other laboratory equipment. Particulars of gifts 
should be sent in the first instance to the medical superin- 
tendent of the society, 6, Salisbury Square, London, E.C.4. 


Cheaper Plumbing for Flats 

Opening an exhibition at the Royal Sanitary Institute, 
90, Buckingham Palace Road, London, 8.W.1, on Nov. 10, 
Mr. William Deedes, parliamentary secretary to the Ministry 
of Housing and Local Government, said that this country 
was the pioneer in single-stack drainage. Since 1930 the 
model by-laws had been flexible enough to allow this system, 
and London County Council had used it in 6-storey blocks 
of flats in recent years and found it entirely satisfactory. 
The cost, per flat in a 5-storey block was £20, compared with 
£34 for the one-pipe system, or £41 for the two-pipe system. 
The demonstration will be open until Dec. 1. 


British Medical Students’ Association 

The 13th annual general meeting of this association was 
held in London on Nov. 12-14. At the opening session Lord 
Horder invested the president, Mr. A. B. Gilmour, of King’s 
College Hospital, with a new badge of office, which Lord 
Horder had presented to the association. Mr. Iain Macleod, 
Minister of Health, told the meeting that he would like the 
association to codéperate with the Ministry in assessing how 
the Medical Act of 1950 and its preregistration year were 
working out, We were approaching the time, he said, when 
we could see what the results looked like. Turning to general 
practice, the Minister said he preferred the term “ family 
doctor ”’ to ‘‘ general practitioner,”’ for it gave a much better 
idea of what the doctor really does. You will find in general 
practice, he declared, that on the whole the best-loved doctors 
are the best doctors. And he thought it was a very good thing 
that there was an increasing tendency in the medical schools 
to give students an inside view of general practice. To those 
who would go into practice, the Minister said he hoped they 
would not lose interest in research, which was apt to be the 
monopoly of the Medical Research Council, the teaching 
hospitals, and the universities. As for methods of general 
practice, Mr. Macleod said he wanted to see a development 
of group practice, which offered more promise for the future 
than, for example, the development of health centres. 

In his addrgss Sir Cecil Wakeley, hon. president-elect of 
the B.M.S.A., said how important it was for young doctors to 
consider writing a scientific article and getting it published 
as early as possible in their careers. When appointments were 
being made, lay members of the board attached much weight 
to published articles, which showed they appreciated the fact 
that publication meant the doctor was taking a real interest 
in his work, 

At the annual dinner on Nov. 12 the toast of The Association 
was proposed in a friendly and informal speech by Prof. G. 
Gordon Lennon, the retiring hon. president. In his reply 
Mr. Gilmour spoke briefly of some of the association’s doings 
and he gave a striking answer to the people he mentioned 
who were often asking (rather peevishly it seemed) “‘ what 
does the B.M.S.A. do?’ There were still a number of 
‘* blackleg ’’ schools who were not members of the association, 
but 90% of British medical students were now represented, 
In the coming year, Mr. Gilmour pointed out, the association 
would be much occupied in fulfilling Great Britain’s réle as 
chairman-nation of the International Federation of Medical 
Student Associations. Many felt that the federation was beset 
by too much lofty idealism, and he hoped that its work would 
in future be of more immediate help to students. Mr. James 
Cope, of the Royal Free Hospital, welcomed The Guests, 
for whom Lord Horder and Sir Heneage Ogilvie replied. 








Fulbright Travel Grants 

The United States Educational Commission in the United 
Kingdom is offering travel grants to graduates, professors, 
lecturers, and senior research-workers of the United Kingdom 
and Colonies to go to America for an academic or educational 
purpose between June 1, 1955, and Feb. 1, 1956. Further 
particulars may be had from the commission, 55, Upper 
Brook Street, London, W.1. 


Otolaryngology Prize 

The North of England Otolary ngological Society is offering 
a prize of 50 guineas for original work in otolaryngology. 
Candidates must be of registrar, senior-registrar, or clinical- 
assistant status or must have held such a post while the 
investigation was in progress. The work must have been 
carried out in the North of England and the paper must be 
submitted by July 1, 1955, to the hon. secretary of the society, 
28, St. John Street, Manchester, 3. 


Society of Medical Officers of Health 

Services Group.—The annual dinner of this group will be 
held at the Central Mess, Royal Army Medical College, Mill- 
bank, London, S.W.1, at 7.30 p.m. on Dec. 10. Tickets 
(£1 ls. excluding wines) may be had from the administrative 
officer of the society, Tavistock House, Tavistock Square, 
W.C.1. 


Oxford-Barts Club 

The annual dinner of this club will take place at 7.30 P.M. 
on Dec. 17 at the Royal College of Surgeons, Lincoln’s Inn 
Fields, London, W.C.2. Sir Arthur Porritt will be the guest 
of the club and Vice-Admiral Sir Alexander Ingleby-Mackenzie 
will preside. Further particulars may be had from Mr. D. 
Fairbairn, c/o St. Bartholomew’s Hospital, E.C.1. 





CoRRIGENDUM: Dissecting Aneurysm of the Aorta.—In the 
article by Dr. Brumfitt and Dr. Rankin in our issue of Oct. 16, 
two of the tracings in the electrocardiogram (fig. 1, p. 793) 
were wrongly placed. Standard lead II was the wrong way 
round, and inverted ; and lead aVL was the wrong way round. 


The proceedings of the 4th International Conference on Planned 
Parenthood, held in Stockholm last year, have been published 
(10s. 6d.) by the International Planned Parenthood Federation, 
69. Eccleston Square, London, S.W.1. 





Diary of the Week 





NOV. 21 TO 27 
Monday, 22nd 


ROYAL Society OF MEDICINE, 1, Wimpole Street, W.1 
5.30 P.M. Odontology. Dr. C. Kerr McNeil: Congenital Oral 
Deformity. 
INSTITUTE OF ORSTETRICS AND GYNACOLOGY 
4.30 P.M. (Queen Charlotte’s Hospital, Goldhawk Road, W.6.) 
Mr. Douglas MacLeod: Place of Ceresarean Section in 
Modern Obstetrics. 
INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, 
W.C.1 


5.30 p.m. Sir Charles Symonds: Disturbances of Vision—Due 
to Lesions of the Optic Region and Calcarine Cortex. 
MANCHESTER MEDICAL SOCIETY 
5 P.M. (Medical School, Manchester.) Odontology. Prof. M. 4 
Rushton: Bony Enlargements of the Jaws. 
9P.M. General Practice. Mr. A. Lawrence Abel: Diseases of the 
Rectum and Anal Canal. 


Tuesday, 23rd 
ROYAL COLLEGE OF So RGEONS, Lincoln’s Inn Fields, W. 
3.45 P.M. Dr. L. Franks: Latent Carcinoma of the rostate 
(Erasmus Wileon demonstration.) 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 pM. (London School of Hygiene and Tropical Medicine, 
Keppel Street, W.C.1.) Mr. V. E. Negus: Comparative 
Anatomy of the Larynx. 
St. Mary’s HosrrraL MEDICAL SCHOOL, Paddington. W.2 
5p.M. Mr. Kenneth Bowes: Gynecology of Old Age. 
INSTITU TE OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 
W.c 


5.30 P. mM. Dr. S. C. Gold; Contact Dermatitis. 
UNIVERSITY OF BRISTOL 
8.30 P.M. Prof. Crighton Bramwell: Diagnosis of Kheumatic 
Valvular Disease 1924-54. (Carey Coombs lecture.) 
Sr. Mary’s Hospirazs, Clinical Sciences Building, York Place, 
Manchester, 13 
5 P.M. Prof. N. B. Capon: Prediatrician’s Part in the Maternity 
Services. (Lloyd Roberts lecture.) 
Wednesday, 24th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 


2pm. Dr. H. Weil-Malherbe; Blood Adrenaline in Relation 
to Mental Activity. 
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ROYAL SOCIETY OF MEDICINE 
8 P.M. General Practice and Medicine. Prof. L. P. Garrod, Dr. 
J. D. Nabarro, Dr. David Wheatley, Dr. Lindsey Batten : 
Use and Abuse of Antibiotics. 
ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE, 28, Portland 
Place, W.1 
3.30 P.M. Dr. F. Avery Jones: Social Aspects of Peptic Ulcer. 
INSTITUTE OF DERMATOLOGY 
5.30 p.M. Dr. H. Haber: Keratoma Senile and Intra-epidermal 
Epithelioma. 
INSTITUTE OF OBSTETRICS AND GYNAECOLOGY 
3Pp.M. (Hammersmith Hospital, W.12.) Prof. T. N. A. Jeffcoate 
Selection of Cases for Forceps Delivery. 
Thursday, 25th 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.M. Dr. R. I. S. Bayliss: Factors Influencing Adreno- 
cortical Activity in Health and Disease. 
er SociETY OF MEDICINE g 
P.M. nt Dr. Gustav Geirtz (Stockholm), Mr. F. Raper 
Dr H. Harkness: Non-specific or eee 
ROYAL Pik MrpIcaL COLLEGE, Millbank, 8.W. 
5p.M. Dr. W. Ritchie Russell: Neuritis. 
_— AL EYE HospItaL, St. George’s Circus, 8.E.1 
5.30 P.M. Dr. T. H. Whittington: Lenses and Their Effects 
the Fitting of Spectacles. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. J. O. Oliver: Allergy and Immunity in Skin 
Diseases. 
NUFFIELD ORTHOPZDIC CENTRE, Wingfield-Morris Orthopsedic 
ae. Oxford 
8.30 p.m. Sir Reginald Watson-Jones: Recurrent Dislocation 
of Joints. 
UNIVERSITY OF EDINBURGH, New Buildings, Teviot Place, 
Edinburgh 
5 P.M. Dr. Douglas Guthrie : The Monros, and the Foundation of 
the Edinburgh Medical School. (Honyman Gillespie 


lecture.) 
Ungees< oF St. ANDREWS, Medival School, Small’s Wynd, 
Jundee 
5 pm. Dr. Keith Simpson: The Doctor’s Part in Crime 
Investigation. 


Friday, 26th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2 p.M. Mr. Gordon Cruickshank : Carcinoma of the Bronchus. 
ROYAL SOCIETY OF MEDICINE 
2 P.M. (Royal College of Surgeons.) Radiology. Mr. J. B. 
Kinmonth, Dr. G. W. Taylor, Dr. R. A. Kemp haps” ag hy 
Lymphangiography by Radiological Methods. Dr. H. 8. 
Bennett : Experimental Lymphograpby with ‘ pa odo 
and its Effect on Lymphoid Tissue. Dr. C. J.C. G. Hodson : 
Retroperitoneal Gas Insufflation. (Joint meeting with the 
Faculty of Radiologists.) 
wert $e OF DERMATOLOGY 
.30 P.M. Dr. I. Muende: Clinical demonstration. 
INstrre = OF LARYNGOLOGY AND OTOLOGY, Gray’s Inn Road, 
Cc 
3.30 p.m. Prof. F. C. Ormerod: Hoarseness. 
6p.mM. Mr. T. G. Wilson: Surgical Anatomy of the Ear, Nose, 
and Throat in Infancy. 
ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 
242, St. Vincent Street, Glasgow 
5 pM. Mr. John Hutchison: Recent Advances in the Surgery 
of the (sophagus. 


Saturday, 27th 
MEDICAL SOCIETY FOR THE STUDY OF VENEREAL DISEASES 


2.30 P.M. (Royal Free Hospital, Gray’s Inn Road, W.C.1.) 
Mrs. Eleanor French: Prostitution. 





knee _Appointments 


AUNGLE, P. G., M.B. Edin., M.R.C.P.E., D.P.M.: psychiatrist, Roya 
Edinburgh Mental Hospital. 

Casimir, C. L., M.B. Lond.. D.P.M.: whole-time consultant child 
psychiatrist, Alder Hey Children’s Hospital, Liverpool. 

DoDWELL, H. B., M.D. Caimb., D.A.: consultant anesthetist, Hexham 
and district H.M.c, 

Forster, ISoBEL D. M., M.B. Edin.: asst. school M.O., York. 

FRANKLIN, YVETTE A. P., M.B. Lond., M.R.C.P., D.C. i. house- 
physician, The Hospital for Sick Children, Great Ormond 
Street, anaen. 

JAMISON, H. M., M.B.E., M.C., M.B. Lond., F.R.c.s.: senior casualty 
— Bishop Auckland General Hospital, Newcastle upon 
Tyne. 

LEWTAS, N. A.. M.B. Manc., M.R.C.P., D.M.R.D.: consultant radiolo- 
gist, United Sheffield Hospitals, and Rotherham group of 
hospitads. 

MAGILL, Betry E. A., M.B. Edin., M.R.C.P.E., D.P.M., D.O 
psychiatrist, mental division, Bangour Hospital, ‘prauvara, 
West Lothian. 

MICHELL, E. P. G., M.B.Camb., M.R.C.P., D.C.H.: asst. medical 
registrar, The Hospital for Sick Children, Great Ormond 
Street, London. 

NaG, 8. K., M.B. Calcutta, F.R.C.S.: senior casualty officer, Memorial 
Hospital, Darlington. 

SMITH, AILEEN F., M.B. Dubl.: school M.o., Nottingham. 

TAYLOR, W. N., M.B. Edin., D.P.M.: psychiatrist, Royal Edinburgh 
Mental ental Hospital. 


Births, Marriages, and Deaths 
BIRTHS 


NEWRORNE.—On Nov. 8, at the Radcliffe Infirmary, Oxford, to 
Mary (née Skelton) and Laurence Newborne—a daughter. 
SEARS.—On Nov. 19, in Cheshire, to Dr. Janet Sears (née Conn), 
wife of Dr. H. T. N. Sears—a son. 
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Extended activity 


in hypertension 


It has already been shown that some 
patients suffering from hypertension may 
derive great benefit from treatment with 
the ganglion-blocking agents. 
Continued research has resulted in the 
development of the new ganglion-block- 
ing agent, ‘Ansolysen’ brand pentolinium 
tartrate. ‘Ansolysen’ has the same 
general indications as the earlier prepara- 


tions but has the advantage that it 


sccccecces produces a more prolonged fall in blood «++ eccccccccococcsccsees 


pressure, and gives more predictable and 


consistent results after oral administration. 


‘ANSOLYSEN’ 


trade mark brand 
PENTOLINIUM TARTRATE 


Detailed information on request 


M=R MANUFACTURED BY 
fe) MAY & BAKER LTD 


WUUMMMMMHMCHCUCEECCECCE@@eqCEC@ @eE§ MW@q@C<!Z@7T?@0M@M@@q@qMMMMea: 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 





































HOO O Peete eee eeeeeeeereeees 


SUPPLIES 
For oral administration — 
40 mgm. and 200 mgm. tablets 


For parenteral administration — 
0:5% solution in 10 c.c. multi-dose 
containers 
2-5% solution in 25 c.c. multi-dose 
containers 
2:5% Retard solution in 25 c.c. 
multi-dose containers 


AN M&B BRAND MEDICAL PRODUCT 


MA2205 
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A modern simple dis- 
infecting device for the 
telephone is the ““Pellophone™ 
—a black crystallate base upon 
which the telephone _ stands. 
Designed to prevent catarrhal infections 
commonly transmitted by the breath. The 
action of replacing the receiver causes a 
direct discharge of disinfectant vapour into 
the mouthpiece. 

Any casual method of so-called sterilization, 
however frequent, is quite inadequate. To 
ensure complete protection the mouthpiece 
must always be disinfected immediately after 
use. There is only one scientifically proved 
and practical method of ensuring optimal 
disinfection and that is by means of the 
““Pellophone”’ which requires no troublesome 
fixing or outside servicing to disturb your 
office routine. 

Disinfectant sacs last six months before 
replacement is necessary. 

Discharges disinfectant vapour direct into 
mouthpiece. 





























Price 17/6 including P.T. 
Postage free 


Refills obtainable from all leading Stores and Chemists (Price 4,9 each, 6 months guarantee) or direct from: 


PARK LANE EQUIPMENT Co., Ltd., 55 PARK LANE, LONDON, W.1 


Telephone : GROsvenor 2314 and 7970. 


Oo LE 


& E 





WHEN ORDERING 
PLEASE STATE TYPE 
OF RECEIVER FOR 
WHICH PELLOPHONE 
IS REQUIRED: A, B, 
OR E. 
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Duckham’s 


Research Laboratories 
produced the 


first ‘flat-curved oil’ 
for British motorists 


Duckham’s are proud to have pioneered 
Britain’s first high viscosity index engine oil— 






Q 5500—for motorists demanding maximum 
efficiency and peak performance. 

What is a ‘flat-curved’ oil? 

An oil where the viscosity change is small over 
a range of temperatures is often referred to 





as a “multi-grade” or “flat-curved” oil. 
Duckham’s Q §§00 was the first oil produced 
for the British motorist in this category. 
Basically, Qs5500 is a lubricating oil of finest 
quality and refinement. The judicious use 
of additives gives it extra resistance to oxida- 
tion and corrosion effects, increased film 
strength and oiliness, and a high degree of 
detergency. Add to this Q §500’s remarkable 
viscosity-temperature characteristics, and the 
result is the most modern engine oil with an 
No other oil available combines so suc- unequalled performance. 

cessfully the characteristics of a winter 
grade with the full-strength properties 
of a summer grade. 

Change over now to Q 5500 super engine 
oil for easier winter starting—quick get- 
away—maximum power outpui and fuel 
economy. 


Please write for descriptive booklet and address of near- 
est stockist. 


ALEXANDER DUCKHAM & CO. LTD., 


mianennnres, Laas, Wb S$ UPPER 
LUBRICANT 


Q9500 








MOTOR OILS 





N OL—premier grade engine 
oil officially recommended by ADCOIDS —the complete 
leading car-makers. and original petrol additive. 
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DIABETIC BEER 


AND NON-FATTENING BEER 


Sugar Analysis from the Diabetic Clinic of a London Hospital 
D “PILS” 


Holsten-Brauerei, 
Hamburg. 

I have estimated the sugar content of this Beer with the 
following results :— 
Free SUGAR (unhydrolised reducing substance) = 0.2 gm.% 
TOTAL CARBOHYDRATE—estimated as glucose = 0.75 gm.% 








CARBOHYDRATE CONTENT OF BOTTLE OF BEER 
1 bottle (approx. } pint) of D “* PILS” contains approximately 
2 grams carbohydrate. 


3 pint ordinary beer contains approximately 10 grams carbo- 
hydrate. 


DIABETIC BEER 


At last, after many years of careful and exhaustive experiments 
by scientists and doctors, it has now been made possible to market 
a full flavoured, strong gravity Beer with a very low carbohydrate 
content. This Beer has been specially brewed, matured and bottled 
in Germany by the Holsten Brewery of Hamburg. 








Each bottle will bear a copy of the analyst’s report. It is suitable 


for most diabetics and is indistinguishable from any of the foreign 
Pilsners both in quality and flavour. 


This Beer is safely recommended by several eminent specialists 
for those people who drink but do not wish to increase their weight. 








This is a delicious drink when served iced during the warm 
weather. 


Retail Price 2/6 per Bottle, Delivered — Cash with Order 


Trade enquiries to : 


PETER PRIME, LTD. : 


55 FARRINGDON STREET Ps LONDON, E.C.4 
Telephone ; CITY 1731 (6 lines) 
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i Akhnaton and his wite at worship.. 
their boclies bathed i in the lilo Siving 


rays of the sun 


The Ancient Egyptians, the Greeks and the 
Romans, were all firm believers in the health- 
giving properties of the sun. In modern times, 
the results obtained by Rollier and others, and 
which are still being obtained by their successors, 
are well known. But the purity and the certainty 
of the sunshine of the high Alps is available only 
to a favoured few. Fortunately, a ready alternative 
to natural sunshine can be found in the Alpine Sun 
Lamp, made by Hanovia Ltd. Ultra-violet radia- 
tion is a powerful therapeutic weapon. We should 
be glad to send you full particulars on request. 


HANOVIA L'? SLOUGH 


Specialists in ultra-violet ray equipment. 












M2104 











stomach is in a weakened state. 








REPLACES LOST 








matter how weak the patient may be, even after an operation. 
Its flavour never cloys — but succeeds in stimulating the appetite. 
Altogether it is a most valuable drink and one of which the 


medical profession is making full use. 


LUCOZADE 


the sparkling glucose drink 


Mean rl babi hs CTL 


Not everybody will take Glucose 


. So often it is unacceptable to a patient . . . particularly when the 


but everybody can drink Lucozade 


Here is Glucose in an exceptionally palatable form — acceptable no 


ENERGY 
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1935 VINTAGE PORT 


Fine Vintage Port bottled by us 

in 1937 and not moved since. 

Corks branded ‘‘Vintage 1935 
bottled Coronation Year ’’. 


Wonderful value. 


22 
PER. BOTTLE 
or only 
128/6 for six bottles (=21/5) 
Half-bottles 11/6 each, or 134/6 per dozen 


Carriage paid on four or more bottles 
or eight or more half-bottles 


ARTHUR H. GODFREE & CO. LTD. 


(FOUNDED 1814) 


Il, ARUNDEL STREET, W.C.2 











a good 
wine 


On the question of whether or not a 
daily glass of good wine can in many 
cases be of real benefit to health, 





medical opinion is by no means unani- 
mous. But those who hold the affirma- 
tive view can be sure of this: that among 





a / ; ? , | tonic wines none can be more safely re- 
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WINCARNIS . 


The trusted tonic wine 
Wincarnis RED LABEL 10/6 ~° Half Bottle 5/9 
Strength 26° proof spirit 


Wincarnis GOLD LABEL 1 §/6 ° Half Bottle 8/3 
Strength 28° proof spirit 


” have a very real sense of responsibility 
to the thousands who look 
on the name Wincarnis as 

| a guarantee of goodness. 


} 
\ 
| commended than Wincarnis. Its makers 
| 
i] 
| 
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PLEATED TISSUE 

COTTON WOOL 
The seven - ply 
tips used in the 
new Abdulla 
Cooltipt cigaret- 
tes are construc- 
ted from layers 
of cotton 
wool lam- 
inated on 
to pleated 
WA tissue. 

















Nothing 
is lost 


of the 
Virginia 
flavour 


ONLY 


THE PLEASURE 


PERCOLATES 


In Aluminium cases 3/7 for 20 
In the scientific filtering of Abdulla “* Cooltipt”’, 


the smoker enjoys all the satisfaction, 


all the pleasure . . . all the smoothness of 


the perfectly natural leaf. 


COOLTIPT 


FULLY FILTERED 


sy ABDULLA oF 





BOND 


STREET 
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H. K. LEWIS & Co. Ltd. “"S* ents BOOKSELLERS | 


TEXTBOOKS AND WORKS IN MEDICAL, SURGICAL AND GENERAL SCIENCE OF ALL PUBLISHERS | 
Catalogues on application. Please state interests. 
FOREIGN BOOKS: Select stock. Books obtained from abroad under Board of Trade licence. 


SECOND-HAND BOOKS: A constantly changing large stock of Medical and Scientific Literature on view, 
classified under subjects. 


MEDICAL STATIONERY : Loose-Leaf Case Books, Card Index Systems, etc. 


MEDICAL AND SCIENTIFIC LENDING LIBRARY 
Annual Subscription from Twenty-five Shillings Prospectus on application 


The Library Catalogue revised to December, 1949, containing a classified Index of Authors and Subjects. 
Pp. xii + 1152. To subscribers 17s. 6d. net ; to non-subscribers 35s. net ; postage Is. 3d. 
Supplement 1950-52. To subscribers 3s. net; to non-subscribers 6s. net; postage 6d. 


H. K. LEWIS & Co. Ltd., 136 GOWER STREET, LONDON, W.C.1 Phone : EUSton 4282 


























NATIVELLE’S DIGITALINE 


Successful Clinical Practice spreading over many years is proof of the trustworthiness of THE ORIGINAL 
PRODUCT. Standard works on cardiology and current medical literature contain numerous references te 
the unfailing reliability and constant activity of NATIVELLE’S DIGITALINE. Literature and samples 
will gladly be forwarded on request. 

Supplied in the following forms: TABLETS (Pink) 0-1 mg. (1/600 gr.). TABLETS (White) 0-25 mg. (1/240 gr.). 
AMPOULES for intramuscular and intravenous injection 0:2 mg. (1/300 gr.). 


OUABAINE ARNAUD 


May be relied on for constant therapeutic effect whenever Strophanthus preparations are indicated. 
International Standard of Ouabaine kept in National Institute for Medical Research, London. 
Supplied in the following forms: TABLETS 2-5 mg. (1/24 gr.). AMPOULES 0-5 mg. (1/120 gr.) for intramuscular injection. 


AMPOULES 0:25 mg. (1/240 gr.) for intravenous injection. 
Samples and literature on request. 


WILCOX JOZEAU & CO., LTD. 
14-71, WHITE LION STREET, LONDON, N.1, and at 19, TEMPLE BAR, DUBLIN 


THIN-END 
OF THE WEDGE 
FOR FLAT FEET! 











The largest single cause of foot trouble in seen, Inneraze is practically indistinguish- 
childhood—pronation—could easily become able in wear from any of the first-class shoes 
the least. ‘Inneraze’ shoes provide the made for normal young feet by Start-rite. 


complete answer: they apply the wedge 

principle at its most sensible, built into the I NER A ZE S h oes 
shoe itself. This, together with the buttressed N. 

heel, gives a corrective support that lasts by 

the life of the shoe, unaffected by wear or 

repair. And because the wedge cannot be 


For illustrated leaflet and the names and addresses 
of suppliers, please write to: Managing Director, 


Southall & Co. Ltd., 34 St. George Street, * * . e ° 
fonecer Sguncn, Letten’ WA. Supplied only against medical prescription 
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VITAMINS LIMITED 


How Doctors Save N.H.S. Money 


Atthe Annual General Meeting of Vitamins Ltd., held recently 
in London, the Chairman, Mr. H. C. H. Graves, pointed out that 
doctors who wished to save the N.H.S. money could do so by 
prescribing Vitamins Ltd. specialities instead of the so-called 
** standard ” equivalents. 


In one case a 20-day course of treatment cost 3s. 64d. if the 
V.L. speciality were used; but 5s. 7d. if the “ standard” 
equivalents were used* 


This was true, in greater or lesser degree, of all their 
preparations, 


They heard many complaints these days of a feeling of 
frustration or of undue fatigue or of being under par. They 
heard of listless children or of infants who did not grow as 
quickly as they should. The N.H.S. would treat them and us 
if we actually became ill but what about when they were not ill 
but just below par? It was in that twilight stage, that stage of 
betwixt and between, that most dramatic benefits could be found 
from the steady use of Bemax. How different many of the 
frustrated and listless would be on Bemax. If, like some recipes, 
Bemax were unpleasant and not easy of acceptance he could 
understand there being abstainers from its use, but on the contrary 
it was possible to take it in so many ways—with milk or fruit 
juice, in soup or sprinkled on cereal foods—that he found it 
incredible that anyone who had the opportunity should fail to 
give it a trial, and still more incredible to think that in these 
enlightened days anyone could be found to deny their children 
its benefits. 


In particular, the new chocolate-flavoured Bemax—which 
had been proved on large-scale trials to be highly acceptable to 
children—removed the last possible objection to its use. 


_ With the risk of an influenza epidemic in the offing it was 
vital that the nation should build up its iesistance in time. Bemax 
was ideal for the purpose. 


The report and accounts were adopted. 


WINES FOR CHRISTMAS 


per bottle 

Bordeaux Rouge . . ° 6/6 
Vin Rose : ° ° ° T/- 
Entre Deux Mers . A ° 5/9 
Sauternes 1949 ‘ > - 10/- 
Beaujolais Superieur 1949 - 10/- 
**Mastersinger’’ Ports & 

Sherries 15/6 
Scotch Whisky 70° proof - 35/- 
(to all customers) 


WRITE FOR OUR LIST 
Six bottles Assorted 
carriage paid cases supplied 


BERNARD SACHS LTD 


Telephone: 27, OLD BOND STREET, LONDON, W.1. 








SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 
For MENTAL CASES (including the aged) 


Fees from Eight Guineas per week 
For forms of admission, &c., apply to the Resident Physician, 
CEeDRIC W. Bower. 
INTERVIEWS IN LONDON BY APPOINTMENT. 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 








Nervous Illnesses in both Sexes. 

A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
porary or Voluntary status. Modern forms of treatment, 
including psychotherapy, narco-analysis, modified insulin. 
occupational therapy, E.C.T., etc. 

DOUGLAS MACAULAY, M.D., D.Y.M. 


BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 


Established in 1911 Tel. : BYRon 1011 & 4772 
(Incorporated Association not carried on for profit) 


A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 
Apply : MEDICAL DIRECTOR 


ST. ANDREW’S HOSPITAL sfenrat pisonvers 


MENTAL DISORDERS 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
MeEpDIcAL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.CP., D?HA.. D.P.M. 


This Registered tlospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 
This is a Reception Hospital in detached grounds with a separate entrance. to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche. Scotch Douche, Electrical baths, Plombiéres treatment, 
ete. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 
MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. - Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital! has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


*Particulars to the medical profession on application. 














PARK SANATORIUM 
(FORMERLY SANATORIUM TURBAN) 
DAVOS-PLATZ, SWITZERLAND 


First-class house, 5,150 feet above sea-level. Large park and wood 
belonging to the Sanatorium. Terms for board and_ residence, 
including room, medical treatment, etc., from Fes. 18 per day. 
Prospectus 


Medical Superintendent, F. CHARLES, M.D. 


























At all the branches of the Hospital there are cricket grounds, feotball and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 
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MUNDESLEY SANATORIUM 


MUNDESLEY, NORFOLK 


TERMS FROM 16 GUINEAS WEEKLY (Single Room). Immediate vacancies 
- ~ 14 ie a (Shared Room). Waiting list: approx. 
6 weeks 



















Medical Superintendents : 


E. C. WYNNE-EDWARDS GEORGE H. DAY 
M.B.(Cantab.), F.R.C.S.(Edin.) M.D.(Cantab.) 
For all information apply THE SECRETARY Telephone: Mundesley 94 and 95 (2 lines) 
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CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 





THE LANCET 


of treatment carried out. Accommodation for Alcoholics and Addicts Annual Subscription: £2 2 0 per annum 
available. Special Geriatric Unit now open. Fees from 6 gns. per week Special reduced rates to Students 

upwards according to requirements. Air-mail edition available 
Apply to Dr. J. A. SMALL Telephone : Norwich 20080 





THE MEDICAL PROTECTION SOCIETY .umirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full Particulars from the Secretary (Dr. Alistair French) Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 























Vacancies 
ae oe AND EDUCATIONAL Page | CARDIOLOGY EAR, NOSE, AND THROAT 
SECTIO 47 | National Heart, W.1. Sr. H.O. .. 50| London Chest, E.2. P.-t. Reg -+ 49 
Prec ~ on SORE Whipps Cross, E.11. Locum ‘Reg.. 51 
North West Met. R.H.B. P.-t- Cons. 48 CASUALTY Ashton, Hyde & Glossop H.M.C. Sr. 
Princess Beatrice, S.W.5. Sr.H.O. .. 50 | Hampstead Gen., N.W.3,  Pre-reg. Sa Be 51 
Queen Charlotte’s & Chelsea Hosps. H.0. 49 sine 1am, R. 3. Reg. . 51 
Sr. H.O. .. 50 | Queen Mary’ 's Hosp. for the East End, Bournemouth & East Dorset E. M. Cc. é 
South East Met. R. H.B. Reg. .. 801. B15. HO. 6 -. 50] 8.0. gates 52 
. Mary’s, W.2. Reg.. 50 | Royal Free, W.C.1. Sr. H.C ow) $0 Brighton & Lewes H.M.C. ” Group 
Thomas’s, S. ae . Sr. Reg. & Sr. Birmingham United Hosps. a. 5 Hosps. Locum Sr. H.O. 52 
n. o -. 50] Blackpool. Victoria. Jr. H.M.O. .. 52 Copporeury. Kent & Canterbury. Sr. 53 
Tic’ 3 Brighton. Royal Sussex County. . 
edie, Royal Victoria, sr. 52 H. O. : P 4 52 | Liverpool U nited Hosps. Sr. H.O. 55 
Burton-on-Trent Gen. Infy. Jr. Bristol. Cossham/Frenchay HLM.C. Lianelly. Jr. H.M.O. & Sr. H.O. 55 
H.M.O. yl igh 52 Jr. H.M.O. -: 52} Maidstone. Kent ¢ peauiny Ophthalmic 
Cambridge. Addenbrooke's. _ Ret. « or Bristol. Southmead Gen. Hosp. & Aural. Sr. H.0. +. 55 
Sr. Reg. 52| Group M. L: Sr. H.O.’s & H.O.’s ... 52| Oxford United Hosps. H.0.’s os 
Chelmsford Hosps. Sr. H.O.. .. 53] Chertsey. - Peter’s. Tons H.O. .. 53! Scotland. Eastern R.H.B. Reg. .. 57 
Dudley, Stourbridge & Dist. Sr. Croydon on ~ Sr. H.c 53 Scotland. Western R.H.B. mee os 
H.O a -. 53] Dudley, Stourbridge & ae Sr. H.O. 53| Sheffield United Hosps. Sr. Reg. .. 58 
East Pat R.H.B. Reg. 53| Ilford. King George. Sr. H.O 54 | GERIATRICS 
Enfield. Chase Farm. Sr. i. 0. & Isleworth. West Middlesex. Sr. H.O. 54 Whittington, N.19. Sr. H.O. «ae 
Locum Sr., H.O. 53 a ye Spa. Warneford Gen. Manchester R.H.B. Reg. .. The. 
Hitchin Hosps. Sr. H.O. 54 Sr. 55 | Oxford United mer Sr. H.O. & 
Leeds R.H.B.  P.-t. Cons., & Locum oxford U Suited Hosps. “Sr. H.O. 56 .0.’8 oe se 
Cons. or Sr. H.M.O. 48 | Reading & Dist. H.M,C. Sr. H.0. .. 56 HEMATOLOGY 
Liverpool R.H.B. P.-t. C ons. .. 48] Sidcup. Queen Mary’s. Sr. H.0. .. 57] South Africa. Western Province 
Manchester R.H.B. Reg. .. .. 55] Torquay. Torbay, Sr. H.O... -» 58 Blood Transfusion Service. Med. 
Newcastle R.H.B. Cons... .. 48] Wolverhampton Group. H.O. «+ 58 Director : —— 
Nottingham Gen, Sr iLO. or Locum | CHEST AND TUBERCULOSIS INFECTIOUS DISEASES 51 
Sr. 4.0. - ‘3 ge .. 55] Brompton, S.W.3. H.O.’s_.. so. 4 MEDICINE os ee 
—— Victoria. P.-t. Anses. St. Thomas’s, S.E.1. Sr. yn ‘ <2 
(a. 7 = - .. §6| Lkley. Middleton. Sr. H.O.. .. 54] Battersea Gen., S.W.11. Locum H.O. 49 
Sostiand. Western R.H.B._ Sr. Leeds R.H.B. Sr. H.M.O. ..  .. 48] Dreadnought Seamen’s, S.E.10, Pre- ° 
Reg. .. rol = as 57 | Orpington, Kent. Sr. H.O. 56| reg. H.O. ; H.C .- : 
South East Met. R.H.B. Reg. : 57] Oxford United Hosps. ‘Sr. H.O. & Hackney, E.9. “Pre-reg. H.0's - 4 
Warrington Gen. Sr. H.O.’.. a ae H.0.’s 56 Lambeth, 8.E.11. Sr. Reg. & H.O.. 49 
Warrington Infy. Sr. H.O. .. a Fear. East Riding H.M.C. Sr. London, E.1. Reg. - 49 
Worcester Royal Infy. Sr. H. 0. os ae H.¢ o% oe a“ co. a (continued " overleaf) 
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Middlesex, W.1. R.M.O. a .. 48 Colchester H.M.C. H.O. 53 | Dreadnought Seamen’s, S.E.10. Pre- 
Mile End, E.1. H.O. = .. 49]|Derby. Derbyshire Royal Infy. Sr. reg. H.O. -. 49 
Putney, S.W.15. H.O. ne a BE. 3-0 53 | Elizabeth Garrett Ande rson, "N.W.1. 
South Kast Met. R.H.B. Reg. a Ipswic h. East Suffolk & Ipswich. Reg. ee ; eo» 49 
St. Stephen’s, S.W.10. Pre- -reg. H.O. 50 Sr. HO. 54 | Fulham, W.6. ‘Reg. . soo 8 
Whittington, N.19. H.O .. 50 |] Leeds. James's. Sr. 54 | Hackney, FE..9. Pre- -reg. H. O 49 
Birmingham R.H.B. Reg. se Settatabemn Ge - teg. 3 A H.O. or Hampstead Gen., N.W.3. Pre- -reg. 
Birmingham. Selly Oak. H.0.’s .. 51 Locum Sr. H.¢ 55 ae 3. rs ~ ; 49 
Blackburn _& Dist. H.M.C. Sr. H.O. Oxford. W ingfie Ma: -Morris Orthopeedic. St. Mary’s Hosp. Med. School, W.2. 
& H.O.’ oa es os =e Sr. H.O.’s 56 Asst. Director se ao .. 48 
oe Royal Sussex County. Rhymney & Sirhowy Valleys” H.M.C. Whittington, N.19. H.O.’s_ .. a 
H. a (jae Clin. Assts. (G.P.) .. 56 | Barnsley. Beckett. Reg. . » i 
Bristol. Southmead Gen. Hosp. Wigan. Wrightington. Sr. H. 58 oem by North Devon Infy. Sr. 
Group M.C. H.O.’ 2 .. 52] Woking. The Rowley Bristow ‘Ortho: H.O. a ee | 
meepanereve. All Saints’. Pre-reg. peedic. Reg. pia 59 | Be dford ‘Ge n. Locum Reg. : ss ae 
H.O <8 tf n> Ol Bedford Gen. Pre-reg. H. 0.’s -. 52 
Bury ‘st Edmunds. West Suffolk PZDIATRICS ee Birmingham Accident. Sr. H.O. & 
Gen. H.O. .. 52 | Hampstead Gen., N.W.3. Pre-reg. 1..’s . 51 
Derby. De rbyshire Royal Infy. Pre- H.O. . 49 | Rirmingham. Selly Oak. H.0.’s_. 51 
reg. H.O. -. 53) Birmingham. Selly Oak. H.0. 51| Birmingham. Solihull. Pre-reg. H.O. 51 
Doncaster H.M.C. Sr. H.O.. .. 53 | Brighton. Roy: al Alexandra Hosp. for Blach.burn & Dist. H.M.C. H.O. 52 
Doncaster Royal Infy. Reg. 53 Sick Child. H.O . 52] Blaccnool. Victoria. Pre-reg. H.O. 52 
Enfield. Chase Farm. Pre-reg. H. 0. 53 | Bristol. Southmead Gen. Hosp. _ | Brightox. Royal Aleunndte aay. for 
Glasgow. Canniesburn Hosp. & Group M.C. H.O.’ - 52 Sick Child. H 52 
Schaw Home. Jr. H.M.O.’s 54] Bury St. ‘=e West Suffolk _. | Brightor.. Royai Sussex County. 
Glasgow, Foresthall. Jr. H.M.O.’s 54] Gen. H.( Z 527 HO.’ 52 
Huddersfield Royal Infy. H.O. ~- 64 er. = al Hosp. for Sick ¢ hild. P Bristol. Southmead Gen. Hosp. 
Ilford. King George. H.O. > oe H.O.’ ee 54 Group M.C. H.O.’s ae ese 
Isle of Thanet H.M.C. H.0.’s 54 Hastings. St. Helen’s. H.O. 54] Bromsgrove. All Saints’. Pre-reg. 
Leeds United Hosps. Sr. Reg g. 54] Hull. Victoria ae. for Sick Child ZO... ne ae 
Newmarket Gen. H.O. o. Dae BD... 54] Bury. St. Edmunds. West Suffolk 
Nottingham Gen. H.O.’s 55 | Isleworth. West Middlesex. "Pre-res. Gen. H.O.’s s ab hoe 
Oxford United Hosps. Reg. & Sr. H. O. 864. 20. ..% . .. 54]Canterbury. | Kent & Canterbury. 
Plymouth Clinical Area. Sr. Re 56 | Kingston, Surrey. Reg : an H.O. ‘ th i. of 
Rhymne y & Sirhowy Valleys ae M.C. Manchester United Hosps. Reg. heel Cardiff United “Hosps. Sr. 0.0. .. 58 
Clin. Assts. (G.P.) 56 Sr. H.O. -» 55 | Chie nestor. St. Richard’s. Pre-reg. 
Ric hmond, Surrey. Royal. Pre-reg. Oxford United "Hosps. H.0.’s ; 56 H.O. - ps eee 
H.¢ a es nr .. 56 | Plymouth. South Dezen & Fast Colche ad rH.M.C. H.O. ¥ oe ©6883 
Roc + Essex. Gen. Pre-reg. H.O. 56 Cornwall. Pre-reg. H.O. .. 56] Croydon Gen. Pre-reg. H.O. 53 
Rotherham. Doncaster Gate. Reg. 56] Rochdale. Birch rin Sr. H.O. 56 | Croydon. Mayday. Pre-reg. H.0. .. 58 
Sidcup. Queen Mary’ s. Sr. H.O. .. 57 | Scotland. South-Eastern R.H.B. Derby. Derby shire Royal Inty. Pre- 4 
Southend Gen. H.¢ a <3 ae Reg. a ra ; 57 reg. H.O . 83 
Westcliff, Essex. St. i. O. . 58 Scotland. W estern R.H.B. Re g. .. 57 | Dewsbury. * Gen. Sr. Hc 53 
Windsor. King Edward VII P.-t. Worcester Royal Infy. H.O. .. 458] Dudle y, Stourbridge & Dist, ‘Sr. H.O. 
Hon. Clin. Assts. (G.P.). % Toe & Pre-reg. H.( 53 
Worcester Royal Infy. Sr. H.O. 58 agile ment le z, Ss =, | East Anglian R. i, B. Cons. .. 48 
ewe, ae Barnsley. Beckett. Reg. or Sr. H.O. 51 ‘ my 
Ibadan, Nigeria. Univ. ¢ olla ge ¢ Hosp. Birmingham R.H.B. Reg 51 Enfield. Chase Farm. Pre-reg. H. 0. 53 
H.O.’s & Pre-reg. H.O 59 | Birmingham United Hosps. Sr. H.0.’s 51 | Farnborough, Kent. H.0. 54 
. * emai ~j de Si eae ay ' ilasgow. Royal Hosp. for Sick Child. 
NEUROSURGERY Bristol. _ Burde mn Mental Research C H.0.’s 54 
Guy’s, Bethlem Royal & Mauds ley Dept. Sr H.M.O. .. ee: -- 48] Hove Gen. H.O. 54 
4 Gon. .. 47 | Bristol. Soumenenn, mm. ae. 4 . 
Group M.C. Sr. H.¢ "59 | Huddersfield Royal Infy. H.C 4 
OBSTETRICS AND GYN/ZCOLOGY Glasgow Royal Infy. Sr. “1.0. 53 a Victoria Hosp. for Bick Child. 5 
Mothers’, FE.5 : oe .. 49 | Liverpool United meaps. Sr. H.O. 55 ’ 
North West Met. RALB. Cons. & Nottingham Gen. 55 | Llford. King George. HO.’ 54 
RY -t. Cons. we s .. 48 ] Yorkshire. East t Riding H.M.C. Sr. Ipsw oa East Suffolk & "Tpswic h. 54 
Mary’s, W.2. P.-t. Reg. . . CRA RE: se 59], H.O. .. 54 
w hittington, N.19. HO. * ao {aidstone. West Kent Gen. Sr. H.0. 55 
Birmingham. Yeathfield Road PLASTIC SURGERY Manchester R.H.B. Reg. 55 f 
Maternity. H.0... . _. 51 | North West Met. R.H.B. P.-t. Cons. 48 | Manchester R.H.B, P.-t. Om ». 
Birmingham R.H.B. P.-t. Cons. .. 48 | Sheffield R.H.B. P.-t.Cons. .. .. 49] Newmarket Gen. Sr. H.O. & H.0- 55) 56 
Birmingham. Selly Oak. H.O.’s .. 51] pgycHIATRY Rhymney & Sizhowy | Valleys H.M.C. | 
Birmingham United Hosps. Reg. .. 51 | \iddlese P Clin. Assts. (G.P.) & H.O a 56 
vo 4 ’ oo) ddlesex, W.1. Sr. H.O. .. 50 | Richmond, Surrey. Royal. 2 re- reg. 
Bishop Auckland Gen. H.O... 52 | Nat in for Ne Di RR 
Bristol. Sean ilemn. Hosp. a rie osps. for Nervous Dise ase 8, Rests 0s 7 os : -» 56 
Group M.C. Sr. H.O. & H.O.’ 52 W.C.1. Sr. Reg. 50 | Scotland. Western R.H.B. Reg... °57 
Bury St. Edmunds. W est Suffolk ~ | North Bast Met. R.H.B. Sr. Regs... 50 | Scunthorpe. Thaine Mem. inte, H.0O. 
ee ee 59 North West Met. R.H.B. P.-t. Cons. 48 or Sr. H.¢ ‘ oa a 
East Anglian R.H.B. Reg 53 Ongieaen, Surrey. Cane Hill H.M.C. . Gam. Lt pts. Pre- -reg. ee oO. & . 
‘s . Of. .. ee a ee -» 53 ,ocum ( aaa a 
nog West Middlesex. Sr. H.O. a Denbigh. North Wales Hosp. for Southampton Gen. H.0.’s 58 ' 
Plymouth. South Devon & East Nervous & Mental Disorders. — |Southampton. Royal South Hants. i 
enw. 7-0. a 6 ee dae "! 48 | southena Gen. H.0.’ 3 
) Rer. & eeds 2 os .. 48] Southend Gen. 3. 5.00 j 
Portemouth Group H.M.C. Reg. & =g | Liverpool R.H.B. Thana. A ": 481 Southport Gen. Infy. .0.’s. ae 
Redhill County H.O. aN ** 56 | Neweastle Gen. H.O... ;. .. 551St. Albans City. Reg. & H.O. 2 ae 
‘fp “we ns -+ 98] Oxford R.H.B. Sr. H.M.O. .. 49] Watford & Dist. Peace Mem. Pre-reg. § 
Southampton Gen. H.O. ~ +, a Reatland. South-iestern R. i. B. Sr 1 58 
Wolverhampton Group. Sr. H.O... 59 a en - South-Mastern cian Jt O. .. 
Ibadan, Nigeria. Univ. College Hosp. aa tog. he pee es EG 57 Welsh R.H.B. Regs. & Locum sr. 
H.0.’s & Pre-reg. H.O.’s .. 59] 8 veffield R.H.B. Cons. & Sr. H.M.O. 4§ Reg. 58 
Sheffield R.H.B. Sr. Reg. .. .- 58]1We ymouth & Dist. H.O 59 
OPHTHALMOLOGY South West Met. R.H.B. Cons. .. 49] Windsor. King Edward V I. i O.. 58 
Aylesbury. Royal ee ks & Assoc. Warlingham Park H.M.C. Reg. 58 | Worcester Royal Infy. H.O eh 
Hosps. M.C.  H.¢ ‘ .. 51] Warwick. Central Mental. Sr. H. 0. 58 Worthing. H.O. R : a SS 
Birmingham & Midianad Kye. ‘Sr. H.0. 51] British Columbia. Hollywood San. C.1. Jersey. Gen. R.S.O 59 
Derby. Derbyshire Royal Infy. Sr. New Westminster. Psychiatrist .. 59 | Ibadan, Nigeria. Univ. c “7 ze Hosp. 
2. ; 53 ] U.S.A. Kansas Medical Center. H.O.’s & Pre-reg. H.¢ 59 
Newcastle R.H.B. Sr. H.M.O. —s Re sidencies .. 3 we .. 59] Northern Ireland Rong “auth. Reg. 59 
o a uve y 
N og re’ 4 ae Kye var. 55 | RADIOLOGY UROLOGY ; 
Scotland. South-Eastern R.H.B. Sr. rea wv 12, Cmns. oa ft a7 — Hosp. Teaching Group. 
leg 57 | Leeds R.H.B. Sr. H.M.O.’s .. ae § > to. Ae 7 +. 
Gartienn. Western | "RO. B. Sr. °. | Manchester R.H.B. Sr. H.M.O. .. 48 | Bristol. Southmead Gen. Hosp. vi 
tegs. . _. 57 | Manchester United Hosps. Reg. .. 55] Group M.C. Sr. H.O. .s -- 52 
Southampton Eye. Sr. H.O. | $x | Newcastle R.H.B. Locum Cons. .. 48 | GENERAL 
Wolverhampton nai H.0. ‘3g | Scotland. Western R.H.B. Sr. Reg... 57 | Baltimore, Maryland, U.S.A. Frank- 
ORTHOPADICS RADIOTHERAPY lin Square Hosp. Internships .. 459 
Royal Free, W.C.1. Ree. ix .. 350] Scotland. South-Eastern R.H.B. PUBLIC APPOINTMENTS 59 
South East Met. R.H. B. Reg. > Cons... -- | on ION = 
West London, W.6. Reg. . 50 | Scotland. South-Eastern R.H.B. Sr. NON-MEDICAL 60 
Aylesbury. Royal Bucks & Assoc. Reg. & Reg.. .. 57 | MISCELLANEOUS 60 
Hosps. M.C. Sr. H.O.& H.O. .. 5il ‘CE 
Bedford Gen. Reg. & Locum Reg. 52 RHEUMATOLOGY Sr. H.O 50 The Terms and Conditions of Service of 
Birmingham R.H.B. Reg. .. ree | ieicne. See eat a "+ °" | Hospital Medical and Dental Staff apply to 
Bournemouth. Royal Victoria. Sr. SURGERY all N.H.S. hospital posts we advertise, unless 
H.O. is = - .. 52] Battersea Gen, S.W.11. H.O. 49 | otherwise stated. Canvassing disqualifies, but 
Cardiff United Hosps. Reg. & Sr. Brompton, 8.W.3. Sr. H.O. or Reg. 49] candidates may normally visit the hospital 
ae : ; ‘ .. 353 {Central Middlesex, N.W.10. Reg... 49!by appointment. 
46 
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Academic and Educational 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 





COURT OF EXAMINERS 

Notice is hereby given that the Council, on 10TH FEBRUARY, 
1955, will elect 3 Members of the Court of Examiners. Of the 
Examiners retiring in rotation, 2 (Mr. R. J. McNeill Love and 
Professor Digby Chamberlain) do not seek re-election. 

Fellows of the College desirous of becoming candidates for 
the Office must make application, in writing, to the Secretary on 
or before 4th January, 1955. KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C.2. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 
COURSE IN CLINICAL SURGERY, FEBRUARY—APRIL, 1955 

A 2 months full-time course in Clinical Surgery will be held 
at the Central Middlesex and West Middlesex Hospitals from 
21ST FEBRUARY to 16TH APRIL, 1955. 

The number of candidates accepted for the course will be 
limited to 10. 

Fees : £26 5s. plus £5 5s. for the course of 24 Surgery Lectures 
given at the College. 

Further information of and application forms for this course 
may be obtained from Mr. W. F. Davis, Deputy Secretary, 
toyal College of Surgeons, Lincoln’s Inn-fields, W.C.2 (Tel. 

HOLborn 3474). 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
CLINICAL CONFERENCES—JANUARY, 1955 

A course of 10 Clinical Conferences to be held at certain 
selected hospitals will take place from MONDAY, 10TH JANUARY 
to FRIDAY, 21ST JANUARY, 1955. 

Applications, accompanied by a cheque for £5 5s. should be 
sent to Mr. W. F. Davis, Deputy Secretary, Royal College of 
Surgeons, Lincoln’s Inn-fields, W.c, from whom further 
information may be obtained (Tel. HOL born 3474). 


UNIVERSITY OF QLASGOW 
1.0.1. RESEARCH FELLOWSHIPS 
Applications are invited for I.C.I. Research Fellowships in 
Biochemistry, Chemistry, Engineering, Pharmacology or Physics, 
to which some appointments may be made during the current 
academic year. The appointments will date from 1sT OCTOBER, 
1955. The salary will depend upon qualifications and experience, 
but -_ be within the range £600-£900 p.a., together with 
F.S.8 benefits and family allowances. 
canines (8 copies), with a list of publications and names 
of 2 referees, should be sent not later than 26th February, 1955, 
to the undersigned, from whom further particulars may be 
obtained. 
Rost. T. HurTcueson, Secretary of University Court. 


UNIVERSITY OF ABERDEEN 
RESEARCH FELLOWSHIP IN HEMATOLOGY 

Applications invited for Research Fellowship in Hematology 
in Department of Medicine. Appointment for 3 years. Salary 
within range £600—£800 with initial placing according to qualifi- 
cations and experience. Superannuation (F.S.S8.U.), children’s 
allowances. Part removal expenses repaid. 

Applications (2 copies) not later than 6th December to the 
undersigned, frcm whom forms of application and conditions 
of appointment may be obtained. 

The University of Aberdeen. W. S. ANGUS, Secretary. 
ROFFEY PARK INSTITUTE OF OCCUPATIONAL 

HEALTH 


HORSHAM, SUSSEX 

An INTENSIVE RESIDENTIAL STUDY CONFERENCE in the 
PSYCHO-SOCIAL FACTORS IN OCCUPATIONAL HEALTH is being 
held for 4 days commencing MONDAY, 6TH DECEMBER, 1954. 
The course is limited to 24 and there is accommodation for 
men and women. 

The fee for the course is 10 guineas. 

Application should be made at an early date to the Secretary. 


McGILL UNIVERSITY, MONTREAL 


TRAINING IN PSYCHIATRY 

The Department of Psychiatry, McGill University, Montreal, 
has a limited number of openings for training, and applications 
are now being considered. Applicants must have graduated 
from an approved medical school and have had a general 
inte rnship of 1 year. 

“he 4-year DIPLOMA COURSE provides general basic preparation 
during the first 2 years. The last 2 years provide special patterns 
of instruction for those: (a) planning to enter the field of 
general hospital, community or university psyc hiatry ; (b) pre- 
paring themselves for a career in child psychiatry ; (c) intending 
to enter the field of research psychiatry. Credit may be allowed 
for previous training. Shorter periods of instruction may be 
arranged. as well as instruction in special fields. Full training 
in psycho-analysis also may be undertaken within the Depart- 
ment of Psychiatry by suitably prepared candidates, Separate 
application for this training is required. 

All those accepted for training are assigned to 1 of the 7 
teaching centres in Montreal, These positions carry with them 
board and lodging, or, in lieu of lodging, a living-out allowance 
together with an honorarium ranging from $40 to $100 a month, 
depending upon the clinical position to which the applicant is 
assigned. For those in the advanced years of the course, clinical 
positions carrying higher salaries are available. In several 
centres, additional emoluments of $1800 a year are available, 
mainly in the form of bursaries, these being issued under certain 
conditions in regard to which information will be given on 

request. 

Applicants should write to the Chairman of the Department 
of Psychiatry, McGill University, Montreal, Canada. 





BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON) 
ty OF CARDIOLOGY 
° » Wimpole-street, W.1 


SPECIAL COURSE FOR CONSULTANTS to be held at the National 
Heart Hospital, Westmoreland street, W.1, from 24TH to 28TH 


JANUARY, 1955. 


Monday, 24th January 
9.30 a... . Special Methods of Investi-..Dr. PAUL Woop 
gation 
11.15 a.M...Ward Round .Dr. EVAN BEDFORD 
Dr. WALLACE BRIGDEN 
2 P.M. ..Outpatient Clinical Dis-..Dr. GRAHAM HAYWARD 
cussion 
Tuesday, 25th January 
9.30 a.M...Auscultation and Phono-..Dr. AUBREY LEATHAM 
cardiography 
11.15 a.M...Panel Discussion: Hyper-..Sir FRANCIS FRASER 
tension (Chairman ) 
Dr. MAURICE CAMPBELL 
Dr. WILLIAM EVANS 
Dr. WALLACE BRIGDEN 
Dr. AUBREY LEATHAM 
2 P.M. ..Outpatient Clinical Dis-..Dr. PauL Woop 
cussion 
Wednesday, 26th January 


9.30 a.m... Electroc ardiography ..Dr. WALLACE BRIGDEN 

11 A.M. . Ward Round ‘ ..Dr. WILLIAM EVANS 
Dr. GRAHAM HAYWARD 

2 P.M. .. Outpatient Clinical Dis-..Dr. MAURICE CAMPBELL 


cussion 
Thursday, 27th January 
9.30 a.M...Congenital Heart Disease. .Dr. MAURICE CAMPBELL 
11.15 a.m... Panel Discussion: Surgery..Sir JOHN PARKINSON 
of Rheumatic Heart (Chairman ) 
Disease Sir RUSSELL BROCK 
Dr. EVAN BEDFORD 
Dr. PAUL Woop 
Dr. GRAHAM HAYWARD 
2pM. ..Outpatient Clinical Dis-..Dr. EVAN BEDFORD 
cussion 
Friday, 28th January 
9.30 a.M...General Discussion 
11 A.M. ~ -Ciinice-Fethgtageoal Con-..Dr. REGINALD HUDSON 
erence 
2p.M. ..Outpatient Clinical Dis-..Dr. WILLIAM EVANS 
cussion 
There is no fee for this course. 
Applications should be sent to the Dean, Institute of Car- 
diology, 35 . Wimpole-street, W.1 


QUY’S HOSPITAL MEDICAL SCHOOL. A pplications 
are invited for the appointment of JUNIOR LE¢ TU RER IN 
PHARMACOLOGY. Duties to commence as soon as possible. 
Applications would also be considered from those holding a 
Degree in Chemistry who wish to gain training in pharmacology. 
Salary on the scale £600-£750 with superannuation and family 
allowances. 

Forms of application are obtainable from, and should _be 
lodged with, the Dean, Guy’s Hospital Medical School, S8.E.1, 
not later than 3rd December, 1954. 


UNIVERSITY OF ‘BIRMINGHAM. Faculty of Medicine. 
Applications are invited for the appointment of a Whole-time 
LECTURER IN, SURGERY (grade II—~ ‘inical) to work 
within the Surgical Professorial Unit, to begin duties as soon 
as possible. Candidates must possess the Fellowship of the 
Royal College of Surgeons of England. Good laboratory facilities 
for research are available within the Unit. Salary scale up to 
£1: a a year, according to age, qualifications, and experience. 
F.S.8.U. and family allowance. 

Applications (6 copies), with names of 3 referees, should be 
received by the Assistant Registrar, The sg oo al School, 
Birmingham, 15, not later than 27th November, 1954. Further 
particulars may be obtained from ee, undersigned. 

L. BARNES, Secretary. 

The University, Edgbaston, ane, 15. 


UNIVERSITY OF BRISTOL. Technician required for 
histology lalforatory. Must have experience in the main branches 
of histological technique and also in photomicrography. Salary 
according to qualifications and experience. 

Apply to the Registrar, The University, Bristol, 8, stating 
salary required. 


Hospital Services : Senior Appointments 


Q@UY’S HOSPITAL, BETHLEM ROYAL HOSPITAL 
AND MAUDSLEY HOSPITAL. Applications are invited for a 
CONSULTANT NEUROSURGEON (9/liths) at the Guy’s- 
Maudsley Neurosurgical Unit, which is housed at the Maudsley 
Hospital, and which serves both teaching hospitals. 

Applications (12 copies), giving the names of 3 referees, 
should be addressed to K. J. JoHNSON, House Governor and 
Secretary, Maudsley Hospital, Denmark-hill, 5.E.5, within 
4 weeks of the date of the appearance of this advertisement. 
Further particulars can be obtained from him or from Mr. 
B. LEES READ, O.B.E., Clerk to the Governors, Guy’s Hospital, 
S.E.1. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Applications 
invited from candidates, who must possess an appropriate higher 
qualification, for the post of CONSULTANT RADIOLOGIST 
(whole-time ). The successful candidate will also hold an 
honorary appointment with the Postgraduate Medica] School as 
Lecturer. Candidates may visit the department by arrangement 
with Dr. R. E. Steiner, Acting Director. 

Applications, stating’ age, qualifications, experience, names of 
4 referees, to Secretary, Board of Governors, by 13th December. 
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MIDDLESEX HOSPITAL. W.1. Applications invited 
for the post of RESIDENT MEDICAL OFFICER, vacant on 
Ist February, 1955. Salary on scale £1500-£1950. Married 
quarters available. The Deputy Resident Medical Officer is 
a candidate for the post. 

Further particulars obtainable from Deputy Superintendent 
to whom applications, naming 3 referees, should be submitted 
by 8th December. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) CONSULTANT ANASTHETIST (part-time) 3 half-days 
a week at Royal Northern Hospital, N.7 (279 Beds), and 
emergencies at City of London Maternity Hospital, Hanleye 
road, N.4 (71 Beds). 

Applications by 20th December, 1954. 

(2) CONSULTANT GYN-AXCOLOGIST (part-time) 1 half- 
day a fortnight at St. Mary’s Cottage Hospital, Hampton, 
Middlesex (24 Beds). Alternate Tuesdays : operating 3rd 
Tuesday of the month in the afternoon. 

Applications by 22nd December, 1954. 

(3) CONSULTANT OBSTETRICIAN AND GYNALCO- 
LOGIST (whole-time or 9 half-days a week) at Whittington 
Hospital’ Highgate (1314 Beds). including duties at New End 
Hospital, Hampstead, N.W.3 (242 Beds). Post vacant Ist May, 
1955. 

Applications by 28th December. 195 

AMENDED ADVE RTISE MENT 

(4) West Middlesex Hospital and Mount Vernon Centre 

tor Plastic Surger 

CONSULTANT in Plastic Surgery (part-time) for 9 half- 
days a wee k at West Middlesex Hospital, Isleworth (1143 Beds) 
and tha Regional Centre for Plastic Surgery and Jaw Injuries, 
Mount Vernon Hospital, Northwood. Duties mainly at West 
Middlesex Hospital. Applicants should have had at least 4 
years postgraduate experience in surgery, and in addition. at 
least 4 years training in a centre handling all types of plastic 
surgery is essential. 

Applic ations by 30th December, 1954. 

(5) CONSULTANT PSYCHIATRIST (part-time) 2 half- 
days aweek at St. Marvlebone Hospital, 48, Cosway-street, N.W.1. 
Applicants should have had considerable psychiatric experience 
and hold an appropriate higher qualification, 

Applications by 4th January. 1955. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and _ returnable to, 
Secretary, North West Metropolitan Re gional Hospital Board, 
11a, Portland-place. W. 


ST. MARY’S HOSPITAL MEDICAL SCHOOL (Univer- 
SITY OF LONDON), Paddington, W.2 Applic ations are invited 
for the appointment of Full-time esainh ANT DIRECTCR of 
the Surgical Unit for an initial period of 3 years. Salary 
£1250-£100—€1750 together with children’s allowance and 
superannuation under the F.S.8.U. 

Applications (2 copies), with names of 3 referees, should be 
submitted by 11th December to the Secretary, from whom 
further particulars may be obtained. vit ; 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Stat- 
FORD GROUP OF  HOSPITAIA. Part-time CONSULTANT 
OBSTETRICIAN AND GYNACOLOGIST (7 notional half-days 
weekly ). Duties mainly at Staffordshire General Infirmary. 
Experience specialty essential, Higher qualification an advantage. 

Applications (15 copies), stating name. age, nationality, 
quatitic ations present and previous appointments, and details of 

referees, to Secretary, 10. Augustus-road, before 6th December. 


BRISTOL. BURDEN MENTAL RESEARCH DEPART- 
MENT. NEUROPATHOLOGICAL LABORATORY, FRENCHAY HOSPITAL, 
BRISTOL. Applications are invited for the post of Whole-time 
RESEARCH ASSISTANT in Neuropathology to help in a 
5-year programme of research into cerebral palsy and mental 
deficiency. Salary scale will be within the range of £1500 rising 
by £50 to £1950 p.a. A new laboratory and additional technical 
staff will be previded for this purpose at Frenchay Hospital. 
Applications, with full personal particulars and the names of 
referees, should be made at once to the Secretary, Burden 
Mentai Research Advisory Committee, Stoke Park Hospital, 
Stapleton, Bristol, from whom further particulars may be 
obtained. 
LEEDS REGIONAL HOSPITAL BOAR 

Part-time CONSULTANT ANASTHE TIST (9 sessions per 
week) for duties at hospitals in Pontefract and Goole, the 
person appointed to reside in Pontefract 

Whole-time CONSULTANT PSYCHIATRIST AND 
DEPUTY PHYSICIAN-SUPERINTENDENT for duties at 
Stanley Royd Hospital, Wakefield (2100 Beds). The successful 
candidate will have extramural duties at general hospitals in 
the Wakefield and Dewsbury areas. Married accommodation with 
garden is available adjacent to the Hospital. Candidates should 
hold high qualifications in medicine and psychiatry, and have 
had experience of administrative aspects © f the spec ‘ialty 

Whole-time ASSISTANT CHEST PHYSICIAN ‘AND 
DEPUTY MEDICAL SUPERINTENDENT (Senior Hospital 
Medical Officer scale) at The Hospital, Grassington, near Skipton 
(208 Beds), Accommodation available for a single person. g 

Whole-time ASSISTANT RADIOLOGISTS (Senior Hospital 
Medical Officer scale) for duties in the following areas :— 

(a) Leeds A and B Groups. 

(b) Huddersfield and Halifax Groups, 
Applicants should have had wide experience in radiology, and 
the possession of the D.M.R. is essential. The successful candi- 
dates will work under the general guidance of the Consultant in 
charge of the respective departments. and will be required to 
reside in Leeds, and Huddersfield/ Halifax respectively 
® Applications for the above appointments (12 copies). stating 
age, qualifications, and details of present and previous appoint- 
ments with dates, together with the names of 3 referees, to the 
Secretary, Park-parade, Harrogate, not later than 18th December, 
1954, 


2 


4 


io a 





LEEDS REGICNAL HOSPITAL BOARD. Whole-time 
Locum Tenens ANA STHETIST in the Consultant or Senior 
Hospital Medical Officer grades required immediately for 
approximately 2 months for duties at hospitals in the York A 
and Tadcaster Group. 

Applications, stating age, qualifications, and details of 

previous appointments with dates, together with the names and 
addresses of 3 referees, should be forwarded to the Secretary 
to the Board, Park-parade, Harrogate. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Alder 
HEY CHILDREN’S HOSPITAL. Applications are invited for the 
whoie-time post of CONSULTANT CHILD PSYCHIATRIST. 
Duties will be mainly at the above Hospital but will include 
visits to Child Psychiatrie Clinics outside the Hospital. Appli- 
cants should possess the D.P.M. and have had at least 7 years 
approved psychiatric experience including practical knowledge 
of outpatient work. Possession of a higher qualification in general 
medicine will be considered an advantage. After 3 years service 
the Board will be prepared to consider an application to amend 
this appointment to maximum part-time sessions. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Officer, Liverpool 
Regional Hospital Board, 19, James-street, Liverpool, 2. to be 
received not later than 11th December, 1954. 

VINCENT COLLINGE, Secretary to the Board. 

LIVERPOOL REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of Part-time CONSULTANT 
ANAESTHETIST giving 8 notional half-days weekly to bospitals 
in the Southport, Ormskirk and North Liverpool areas. Candi- 
dates should have had at least 5 years recognised training and 
experience in aneesthesia and should be Fellows of the Faculty 
of Anvesthetists or possess a 2-part Diploma in Anesthesia. 

Forms of application from, and to be returned to, Dr. T. 
Lloyd Hughes, Senior Administrative Medical Ofticer, Liverpool 
Regional Hospital Board, James-street, Liverpool, 2, to be 
received not later than 11th December, 1954. 

VINCENT COLLINGE, Secretary to the Board. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT SURGEON (whole-time or maximum part- 
time), Peterborough and Stamford Hospital Group. Duties 
will be mainly at Stamford and Rutland Hospital (118 Beds) 
but will include sessions at Peterborough Memorial Hospital. 
Successful candidate will be required to reside in the vicinity of 
Stamford. 

Applications (8 copies), stating age, experience and names of 
3 referees, to Secretary of Board, 117, Chesterton-road, Cam- 
bridge, by 29th November. 1954. Candidates invited to visit 
hospitals by direct arrangement with Hospital Management 
Committee Secretary, Memorial Hospital, Peterborough. 
MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Additional Part-time (8 half-days weekly) CONSUL- 
TANT SURGEON at Crumpsall Hospital, Manchester (General, 
1237 Beds ; general surgical, 120). Wide experience, F.R.C.S. 
essential ; appointee to live X, areca 

(6) Whole-time ASSISTANT RADIOLOGIST (Senior Hos- 
pital Medical Officer) to the Blackburn and District Hospitals 
(Blackburn Koyal Infirmary, Queen’s Park Hospital, Accrington 
Victoria Hospital, &c.). D.M.R.D. and wide experience essential. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 6th December, 1954. 

NEWCASTLE REGIONAL HOSPITAL BOARD. 
Darlington, Northallerton and South West Durham 
Hospital Management Committees (Main hospitals - 
Darlington Memorial and Hundens Unit—300 Beds 
(including 20 eye beds) ; Friarage Hospital, Northallerton 
300 Beds ; Bishop Auckland General Hospital—300 
Beds.) Population 300,000 

ASSISTANT OPHTHALMOL (OGIST (Senior Hospital Medical 
Officer status) required for hospitals in the groups. Further 
particulars may be obtained from the Consultant Ophthalmolo- 
gist, Memorial Hospital, Darlington. 

Hartlepools and Sedgefield Hospital Management 
Committees 

CONSULTANT ANAESTHETIST, whole-time, or part-time 
for a minimum of 9 notional half-days per week. The appointee 
will be required to devote approximately 4 sessions per week 
to the Sedgefield Group of hospitals and to be resident in the 
my hor Tere Hospital Management Committee area. 

Applications, together with names and addresses of referees 
(pre ferably), or testimonials. to a total of 3, to be sent to the 
Senior Administrative Medical Officer, *“* Blythbswood South,’ 
Osborne-road, Newcastle upon Tyne, 2, within 28 days. 

Newcastle upon Tyne Hospital Management Com- 

mittee 

Locum CONSULTANT RADIOLOGIST required at Newcastle 
General Hospital (850 Beds) for a period of approximately 
6 months. Salary 45 guineas per week. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘‘ Blythswood South,” 
Osborne-road, Neweastle unon Tyne. 2. immediately, 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint- 
ment as RADIOTHERAPIST (Consultant grade), based on 
the Radiotherapy Department at the Royal Infirmary of 
Edinburgh, he greater part of the radiotherapy facilities in 
this Infirmary will be transferred to a new Institute nearing 
completion in the Western General Hospital, Edinburgh, and 
the person appointed must at that time be prepared to under- 
take his major duties in this new Institute. The appointment 
is subject to the terms and conditions of the Nationa! Health 
Service. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 
11th December, 1954. 
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OXFORD REGIONAL HOSPITAL BOARD. Applications 
are invited from registered medical practitioners for the whole- 
time post of ASSISTANT PSYC HI ATRIST (Senior Hospital 
Medical Officer) at Littlemore Hospital, Oxford. Applicants 
must hold the D.P.M. or its equivalent and had experience in 
psychiatry. Married accommodation is available. 

Applications (12 copies), stating age, experience, and names 
and addresses of 3 referees, should reach the Secretary to the 
Board, 43. Banbury-road, Oxford, by 17th December. The 
Hospital may be visited by direct appointment with the 
Physician-Superintendent from whom further details may be 
obtained. 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time DEPUTY PHYSI‘¢ an. 
SUPERINTENDENT AND CONSULTANT PSYCHIATRIS 
at West Park Hospital, Epsom, Surrey. Candidates ane 
possess D.P.M. and a higher medical qualification is desirable. 
An unfurnished house is available, if required. 

Applications (5 copies). giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (S.1), South 
West Metropolitan Regional Hospital Board, 11a, Portland- 
place, W.1, by 18th December, 1954. Applicants may visit 
Hospital by loca) arrangement. ES ae 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT CHILDREN’S PSYCHIATRIST required 
for Derbyshire. The appointment is in conjunction with the 
Derbyshire County Council and the work is based on their centres 
at Belper, Chesterfield, Derby, and Matlock. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, 
Fulwood House, Old Fulwood-road, Sheffield, 10. Forms to be 
returned by llth December, 1954. _ 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT PLASTIC SURGEON with duties 
at Nottingham and Derby. The main centre will be at 
Nottingham where a unit of 24 beds is being established at the 
City Hospital. 

Further details and application form from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 18th 
December, 1954. aa 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST for the Ma; perley 
Hospital, Nottingham. A house to be built will be available in 
due course, but temporary accommodation can be provided. 
Salary scale €1500—-€50-£1950. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheftield Regional Hospital Board, Old 
Fulwoed-road, Sheffield. Forms to be returned by 11th December, 
1954. 


SOUTH AFRICA. WESTERN PROVINCE B8BL00D 
TRANSFUSION SHRVICE. Applications are invited from medical 
practitioners (registered or registrable with the South gy an 
Medical and Dental Council) for the post of MEDICAL 
DIRECTOR (Pathologist) to the Western Province Blood 
Transfusion Service at a salary of £2500 p.a. (inclusive). The 
duties attaching to the post will consist of the expansion of 
the existing Blood Transfusion Service and the establishment of 
the necessary laboratory services. Applicants should have 
adequate experience in all branches of blood transfusion work 
with special reference to laboratory work. The appointment 
will, in the first instanee, be for a trial period of 1 year, with a 
definite contract of 5 years thereafter ; the terms of the contract 
being subject to review after that period. The Medical Director 
will, however, be entitled to give 6 months notice of termination 
of contract at any time after completion of the first year of the 
contract period. 

Applications, together with full particulars, should be sub- 
mitted to the Secretary, Western Province Blood Transfusion 
Service, P.O. Box 3788, Cape Town, to reach him not later than 
3ist December, 195 


Hospital Services : Junior Appointments 


BROMPTON HOSPITAL, S.W.3. 
for the following posts :— 

NON-RESIDENT SURGICAL OFFICER (post graded as 
Senior House Officer or Registrar, according to qualifications and 
copyernee’ for which there are 2 vacancies, for 6 months from 

Ist February, 1955, with eligibility for re-appointment. Candi- 
dates must have held a resident hospital appointment. 

RESIDENT HOUSE PHYSICIAN for which there are 3 
vacancies, for 6 months from Ist February, 1955. Duties include 
work in Outpatient Department and wards. Salary £475 or 
£525 a vear according to experienc e. 

RESIDENT HOUSE PHYSICIAN at the Sanatorium at 
Frimley, for 6 months from Ist February, 1955. Salary £475 or 
£525 a vear according to experience. 

Applications. stating age, gnalifications with dates, nation- 
ality and appvointments held, together with copies of testi- 
monials, by 4th December, to— 

KENNETH A. F. MILES, House Governor. 
DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich, 
S.E.10 HOUSE PHYSICIAN (pre-registration) required as 
from 3rd December. 

Applications, stating age, qualifications, and experience, with 
3 recent testimonials, should be sent on or before 27th November 
to the Group Secretary, Dreadnought Seamen’s Hospital, 
Greenwich, S.E.16. 

DREADNOUGHT SEAMEN’S HOSPITAL, Greenwich 
S.E.10. Required, as from Ist December, HOU SE SURGEGN 
(pre-registration). Post recognised by the Royal College of 
Surgeons. 

Applications, stating age, nationality, qualifications. and 
experience with 3 recent testimonials, should be sent on or before 











Applications invited 


BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11. Locum HOUSE PHYSICIAN (House Officer grade), 
residence optional. From 22nd November for 1 or 2 weeks. 
Apply Hospital Secretary (phone ; BATtersea 0134). 
BATTERSEA GENERAL HOSPITAL, S.W.11. House 
SURGEON CASUALTY OFFICER (re sident or non-resident), 
vacant mid-December. House Officer grade, not pre- 
registration. 

Apply Hospital Secretary, enclosing copies of 2 recent 
testimonials. 

CENTRAL MIDOLESEX HOSPITAL, Park Royal, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SUR- 
GICAL REGISTRAR (whole-time) required. Resident when on 
duty. Will include outpatient sessions and teavhing. Hospital 
may be visited by appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 4th December, 1954, 
ELIZABETH GARRETT ANOERSON HOSPITAL, 
Euston-road, N.W.1, (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from registered Women medical practitioners 
for the post of Full-time SURGICAL REGISTRAR (non- 
resident). Recognised for the F.R.C.S. examination. Appoint- 
ment for 1 year in the first instance, to commence Ist February, 
1955. Salary in accordance with Ministry of Health scale for 
Registrars. 

Applications, with names of 3 referees, should be sent to 
the Secretary, Elizabeth (Garrett Anderson Hospital, by 
3rd_ December, 1954. 

FULHAM HUSPITAL, St. 
smith, W.6. 





Dunstan’s-road, Hammer- 
FULHAM ‘AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for appointment at above 
Hospital as SURGICAL REGISTRAR, vacant middle February, 
1955. Candidates may visit the Hospital by arrangement with 
the Hospital Secretary. 

Applications (6 copies required to be completed) to be eub- 
mitted by 3rd December, 1954, on forms obtainable from the 
Group Secretary (L.43), Fulham and Kensington Hospital 
Management Committee, 5, Collingham-gardens, London. S.W. 
HACKNEY HOSPITAL, London, E.9. (842 Beds.) Rautiee: 
tions are invited for the following 6-month HOUSE PHYSICIAN 
posts :— 

(a) Pre-registration first post, 18th December (2 vacancies). 

(bo) Pre-registration second post, 18th December. 

Applications should be sent to the ee, _ retary at the 
above address by Ist December, quoting HH'I 
HACANEerY HUSPITAL, London, &.9. (842 Beds.) Applica-~ 
tions for appointment of Pre-registration HOUSE SURGEON 
(second post) for 6 months from 18th December. should be sent 
to the Group Secretary at above address by list December, 
quoting HH/HS. Post recognised for F.R.C.S, 

HAMPSTEAD GENERAL HOSPITAL, The Green, N.W.3. 
(ROYAL FREE HOSPITAL GROUP.) Applications are invited for 
the following pre-registration posts ;— 

HOUSE P pte? IAN (peediatric ‘and genera) medica) duties). 

HOUSE SURGEON 

NCN-RESIDENT CASUALTY CFFICER. 

All vacant Ist January, 1955, and tenable for a period of 6 
menths. 

Application forms may be obtained from the Administrative 
Officer, to whom they should be returned, together with 3 
recent "textimoniats, by ist December, 1954. 








LAMBETH HOSPITAL, Brook-drive, x ‘South West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Transitional SENIOR 
MEDICAL REGISTRAR. Applications are invited from Senior 
Registrars in their fourth or subsequent years in general medicine 
and from others who, although not now Senior Registrar have 
occupied such appointments for 3 or more years and have 
vacated them since 6th November, 1950. Experience in padia- 
trics would be an asset. 

Forms of application from the-Secretary at the Hospital, to 

be returned by 3rd December, 1944, 
LAMBETH HOSPITAL, GBrook-drive, Kennington, 8.E.11. 
Applications are invited from pre-registration and registered 
medical pragtitioners for the position of RESIDE NT HOUSE 
PHYSICTAN, vacant Ist January. 1955. 

Application forms from the Physician-Superintendent. 
LONDON CHEST HOSPITAL. Hospitals for Diseases 
OF THE CHEST. A vacancy occurs for Part-time REGISTRAR 
(Registrar grade) E.N.T. Department, to attend up to 2 sessions 
au week (Tuesday afternoon and Wednesday morning). The 
appointment is for | year in the first instance. 

Applications, stating dete of birth, qualifications with dates 
and previous appointments held, with copies of 3 testimonials, 
should be sent at once to- 

THOMAS BROWN, House Governor, 

London Chest Hospital, £.2. 

LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR in General Medicine. 
A higher qualification, although desirable, is not essential. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the House Governor by 4th 
December, BRIERLEY, House Governor. 
MILE END HOSPITAL, Bancroft-road, E.1. (475 Beds.) 
HOUSE PHYSICIAN (pre-registration or first. second, or 
third) required for 6 months commencing I*t January, 1955. 

Application forms obtainable from Physician-Superintendent, 

to be returned by 25th November, 1954, with copies of not more 
than 3 testimonials. 
MOTHERS’ HOSPITAL (Salvation Army), London, E.5. 
(Maternity—110 Beds.) RESIDENT OBSTETRIC HOUSE 
SURGEON (not pre-registration) required for 6 months, 
commencing Ist Januarv. Post recognised for M.R.C.0.G, 








27th November to the Group Secretary, Dreadnought Seamen’s 
Hospital, Greenwich, 3.E.10 








Apply, with copy testimonials, to Group Secretary, Hackney 
Hospital, London, F.9, quoting MH/HO, 
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MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of RESIDENT SE NIOR HOUSE OFFICER at St. Luke’s- 


Woodside Hospital, N.10, vacant Ist February, 1955. This is 
the Inpatient Department of Psychological Medicine of the 
Middlesex Hospital and is recognised fer part of the training 


for the D.P.M. examination. 

Forms of application obtainable from the 
tendent, The Middlesex Hospital W.1 
naming 2 referees, by 8th December. 
NATIONAL HEART HOSPITAL, Westmoreland-street, 
London, W.1!. (With which is associated the Institute of Cardio- 
logy.) Applications are invited for the post of ASSISTANT 
RESIDENT MEDICAL OFFICER (Male). The appointment 
is for a period of 6 months from Ist January, 1955. The status 
of the post is that of a Senior House Officer and the salary is 
£745 p.a., in accordance with the terms and conditions of service 
of hospital medical staff. 

Applications, with copies of 3 recent testimonials, 
sent to me not later than Saturday, 4th December, 1954 

Roper G. E. WHITNEY, Secretarv to the Board. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of PSYCHIATRIC REGISTRAR (non- 
resident) at The National Hospital, Queen-square, W.C.1. 
This post carries the grade of Senior Registrar. The appoint- 
ment will be for a period of 1 year in the first instance. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned net later than Ist December, 1954. 

H. Ewart MITCHELL, Secretary to the Board of Governors, 

The National Hospitals for Nervous Diseases, 

Queen-square, W.C.1. z 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD AND THE BOARDS OF GOVERNORS OF ST. BARTHOLO- 
MEW’S HOSPITAL, E.C.1, AND THE LONDON HOSPITAL, E.L. 2 
SENIOR REGISTRAR appointments inp Psychiatry under a 
Joint Training scheme. 

(1) Severalls Hospital (resident. or 

non-resident if married) and St. 

(2) Runwell Hospital (resident 

and The London Hospital. 

Appointment held for 2 years (approximately) at 
hospital and subsequently at teaching hospital named. 

Both teaching hospitals are associated with Inpatient Psychia- 
tric Units. 

Appointments subject to annual review. 

Applications in triplicate and names of 2 referees to Secretary 


Deputy Superin- 
and should be submitted, 


should be 


non-reside nt if single 
Bartholomew’s Hospital. 
non-resident if married) 


parent 


North East Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W.1, by 4th December, 1954. ; nie 
PUTNEY HOSPITAL, Lower Common, S.W.15. House 


PUYSICLIAN (resident), vacant 6th December, 
for the purposes of pre-registration. 

Apply Hospital Secretary, enclosing copiés of 3 recent testi- 
monials, by 24th November, 1954. 

PRINCESS BEATRICE HOSPITAL, Earis Court, S.W.5. 
Applications are invited from registered medical practitioners 
for the post of RESIDENT ANAESTHETIST, Senior House 
Officer grade (some casualty duty). Vacancy Ist January, 1955. 

Applications, stating age, qualifications, and with 3 testi- 
monials, to the House Governor. nk i 
QUEEN CHARLOTTE’S AND CHELSEA HOSPITALS. 
ANXSTHETLIST (Senior House Officer), resident post tenable 
for 6 months from Ist January, 1955, in the first instance, for 
duties at ae hospitals. Post recognised for the purposes of 
the F.F.A.R.C.s. 

Applic val to be sent to the Secretary 
Governors by 6th December, 1954, 
339, Goldhawk-road, London, W.6. : : 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, London, E.15. JUNTOR CASUALTY OFFICER 
(Male or Female), House Officer third post, for 6 months com- 
mencing as soon as possible. 

Applications, with copies of testimonials, to Group Secretary, 
West Ham Group Hospital Management Committee, Stratford, 
London, E.15, by 3rd December, 1954. ES 
ROYAL FREE HOSPITAL. Applications are invited 
from registered medical practitioners for the post of SENIOR 
CASUALTY OFFICER at the Royal Free Hospital. Gray's 
Inn-read, London, W.C.1. The appointment is ful -time, 
resident, for 6 months. Duties to commence on Ist January, 
1955. Salary and conditions of service in accordance with those 
laid down by the Ministry of Health for Senior House Officers. 

Application forms may be obtained from the Secretary to 
~ Ya of Governors, Royal Free Hospital, Gray's Inn- road, 

to whom they should be returned not later than 29th 
ivcmuias: 1954. bath pt Se i nel 
ROYAL FREE HOSPITAL. Applications are invited 
from registered medical practitioners for the post of SENIOR 
HOUSE OFFICER to the Rheumatology Department of the 
Royal Free Hospital. The appointment is full-time. non-resident, 
for 6 months in the first instance. Duties to commence on 
ist January, 1955. Salary and conditions of service in accordance 
with those laid down by the Ministry of Health for Senior 
House Officers. 
Application forms may be obtained from — Secretary to 
the Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
1, to ty they should be returned not later than 29th 
dae mber, 1954 
ROYAL FREE HOSPITAL. Applications are invited 
for the appointment of REGISTRAR to the Orthopedic Depart- 
ment. Applicants must be registered medical practitioners and 
Fellows of the Royal College of Surgeons. The appointment is 
for 1 year in the first instance. Duties to commence Ist January, 
1955. 

Application forms may be obtained from the Secretary to the 
Board of Governors, Royal Free Hospital, Gray's Inn-road, 
W.C.1, to whom they should be returned not later than 29th 


1954. Recognised 


to the Board of 
on forms obtainable from 


November, 1954. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Orthopedic Surgery to fill a 
vacancy in the approved trainee establishment at the Lewisham 
Group of hospitals. The appointment will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, 
experience with relevant dates, 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
Vn P ortiand-place, London, W.1, not later than 4th December, 
1954 


SOUTH EAST "METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Anesthetics to fill a vacancy in 
the approved trainee establishment at the Greenwich and 
Deptford Group of hospitals. The appointment will be in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs. (England and Wales), and will be for 
1 year in the first instance. 

Applications, giving particulars of age, 
experience with relevant dates, together with the names and 
addresses of 2 referers, to be sent to the Secretary, Registrars 
Cg oe South East Metropolitan Regional Hospital Board, 

, Portland-place, W.1, not later than 4th December, 1954. 
curr EAST METROPOLITAN REGIONAL HOsS- 
PITAL BOARD. Applications are invited for an appointment as a 
Whole-time REGISTRAR in General Medicine to fill a vacancy 
in the approved trainee establishment at the Lewisham Group 
of hospitals. The appointment will be in accordance with the 
terms and conditions of service of hospital medical and dental 
staffs (England and Wales), and will be for 1 year in the first 
instance, 

Applications, giving particulars of age, 
experience with relevant dates, 
addresses of 2 referees, to be sent to the Secretary. Registrars 
Committee South East Metropolitan Regional Hospital Board. 

1, Portland-place. W.1, not later than 4th December, 1954. 


ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of Whole-time ANASSTHETIC REGISTRAR. 
Candidates should possess the D.A. The appointment is for a 
first period of 12 months and the successful candidate will be 
required to take up his duties as soon as possible. 

Applications, stating nationality, date of birth, qualifica- 
tions with dates and details of previous and present appoint 
ments, together with the names and addresses of 3 referees, 
should reach ALAN PowpiITcH, House Governor, not later than 
Ist December, 1954. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-time R EGISTR AR (9 notional half-days) 
to the Obstetric and Gynecological Department. The appoint- 
ment is for a first period of 12 months, with effect from Ist 
January, 1955 : remuneration to be at Registrar rates. Pref- 
erence will be given to candidates holding the M.R.C.O.G., or 
who have been accepted by the College for this examination. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates and details of previons and 
present appointments, together with the names and addresses 
of 3 referees, should reach ALAN PowpircH, House Governor. 


qualifications and 
together with the names and 


qualifications, and 


qualifications, and 
together with the names and 


not later than Ist December, 1954. 
ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. House 
PHYSICIAN (pre-registration), resident. Vacancy early 


January. 
Applie vations, naming 2 referees, to the Medical Superintendent. 


ST. THOMAS’S HOSPITAL, London, S.E.1. 
REGISTRAR to the Department of Thorac ic 
year in the first instance from Ist February, 1955. 
Applications, including names and addresses of 2 referees. 
to the Clerk of the Governcrs by 30th November, 1954. 
ST. THOMAS’S HOSPITAL, London, 8S.E.1. Senior 
REGISTRAR to the Department of Anesthetics for a period 
of 1 year in the first instance. 
Applications, including names and addresses of 2 referees. 
to the Clerk of the Governors by 30th November. 1954. 


Senior 
Medicine for 1 





ST. THOMAS’S HOSPITAL, London, S.E.1.. Senior 
RESIDENT ANAESTHETIST (Senior House Officer grade) 


for 1 year in the first instance from 15th February, 1955. 

Applications, including names and addresses of 2 referees, 
to the Clerk of the Governors by 30th November. 1954. 
WEST LONDON HOSPITAL, Hammersmith- -road, 
Whole-time NON-RESIDENT REGISTRAR 
required 10th January. 

Applications, stating age, qualifications, experience, 
of 2 referees to Secretary, Board of Governors, 
West London and St. Mark’s Hospitals, 
W.12, by 30th November. 
WHITTINGTON HOSPITAL, London, N.19. Applications 
are invited for the following appointments :— 

SENIOR HOUSE OFFICER (geriatrics). 


, W.6. 
(orthopedics, 


names 
Hammersmith, 
Ducane-road, London, 


* HOUSE PHYSICIANS (general medicine), 4 posts. Recog- 
nised for M.D. (Lond.). 
t seg ae RG = (general surgery), 4 posts. Recognised 


for F.R . (En 
HOUSE sO TRGEON (obstetrics ). 
M.R.C.O.G. in Obstetrics. 

All posts vacant Ist January, 1955. 

* Pre-registration candidates who have already held a first 
appointment are invited to apply for these posts. 

*re-registration candidates are invited to apply for these 
posts. 

Applications, stating age, qualifications, and experience. 
with copies of 2 recent testimonials and name of 1 referee, to 
the ay Superintendent, Whittington Hospital, Highgate 
Hill, N.19, by 29th November, 1954. 


Post recognised for 











— 
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ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for the post of REGISTRAR to the Fever Unit at the 
Grove Hospital, Tooting, 8.W.17. A good knowledge of gene ral 
medicine is required, but e xpe rience of infectious diseases is not 
essential. The appointment is for 1 year in the first instance, 
with effect from Ist February, 1955. 

Applicaticns, stating age, education, qualifications, and 
experience, together with the names of 2 referees, should reach 
the undersigned not later than 3rd December, 1954. 

P. H. ConstaB_r, House Governor. 

WESTMINSTER HOSPITAL TEACHING GrHuUUP. All 
SAINTS’, Austral-street. West-square, London, S.E.11. Applica- 
tions are invited for the post of SURGICAL REGISTRAR 
(urology) for 1 year in the first instance from Ist January, 1955. 
The appointment is subject to the terms and conditions of service 
of hospital medical and dental staffs. The duties of the post 
also include taking charge (under supervision) of 1 Enuresis 
Clinic weekly and post affords opportunities for study and 
access to clinical material throughout the Group. 

Applications (6 copies), and the names of 2 referees, should 
reach the Secretary at the above address within 14 days of the 
appearance of this adve rtisement. ; 
WHIPPS CROSS HOSPITAL, London, E.11. Leytonstone 
(NO. 10) HOSPITAL GROUP. Applic ations are invited for the 
post of Locum REGISTRAR in the E.N.T. Department at 
above Hospital, the appointment to commence with effect from 
6th December, 1954. 

Applications to the Hospital Secretary _as soon as possible. 


ASHTON, HYDE AND GLOSSOP HOSPITAL MAN- 
AGEMENT COMMITTER. E.N.T. SURGEON (Senior House Officer 
grade) required for duty at Ashton-under-Lyne General Hospital. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 3 testimonials, to be forwarded to 
the Group Secretary, Ashton-under-Lyne General Hospital, 
Ashton-und?r-Lyne, Lanes, as soon as possible. 

AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. Applications 
are invited for the following appointments :— 

Royal Buckinghamshire Hospital 

HOUSE SURGEON to the Department of Ophthalmology 
which is centred on this Hospital and which conducts work at 
peripheral clinics, vacant now. Post is recognised for D.O. and 
duties will include some children’s surgery. 

SENIOR HOUSE OFFICER for Accident and Ortho- 
peedic De parton -nt centred upon this Hospital. Post recognised 
for F.R.« Vacant soon. 

HOU SE ‘OFFIC ER for Accident and Orthopredic Depart- 
ment which is centred upon this Hospital and comprises 48 
Beds. Pre-registration Service post but registered practitioners 
are invited to apply. Post is recognised for F.R.C.S. Vacant 
3rd December. 

Apply, with 2 testimonials, to Secretary-Superintendent 
as soon as possible. ‘ 
BARNSTAPLE. NORTH DEVON INFIRMARY. (Central 
Group Hospital of 110 Beds.) Applications invited for appoint- 
ment of SENIOR HOUSE OFFICER who will advise the House 
Physician and House Surgeon in their work and whose duties 
will include responsibility for work in Surgery, Casualty, Mid- 
wifery and Gynecology, and E.N.T. Departments. Post vacant 
Ist Jannary, 1955, for 1 year. Salary £745 p.a. Furnished flat 
available. 

Applications, including names of 3 referees, to Group Secre- 
tary, 19, Alexandra- road, Barnstaple. Be PDS eee 
BARNSLEY. BECKETT HOSPITAL. (182 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whcle-time RESIDENT 
NON-RESIDENT REGISTRAR or SENIOR HOUSE OFFICER 
(pathology) required. (Single accommodation only available.) 
\ppointment for 1 year in first instance. . 

Apply to Secretary, Sheffield Regional Hospital Board, Olé 
Fulwood-road, Sheffield, by 29th November, 1954, giving age, 
nationality, qualifications. present and previous appointments 
with dates, naming 3 referees. : ; Ay 
BARNSLEY. BECKETT HOSPITAL. (182 Beds. Recog- 
nised for training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time SURGICAL REGISTRAR required. 
Married accommodation available. Appointment for 1 year in 
first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 29th November, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. se rian * é 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

1. No. 20 Group Hospital Management Committee, 
Stoney Stanton-road, Coventry 

Whole-time REGISTRAR in E.N.T. Surgery. Duties mainly 
in Coventry hospitals (45 E.N.T. beds), some duties in Nuneaton 
and Rugby. Recognised for F.R.C.S. and D.L.O. Hearing Aid 
Department. Non-resident. 

2. South Warwickshire Hospital Group (No. 14), 50, 
Holly-walk, Leamington Spa 

Whole-time REGISTRAR in Orthopeedics. Duties mainly at 
Warwick Hospital (350 Beds, including 52 orthopedic). Recog- 
nised for F.R.C.S. Experience specialty essential and higher 
qualifications an advantage. 

3. Stafford Hospital Management Committee, 13, 
Foregate-street, Stafford 

REGISTRAR in Medicine. Duties mainly at Staffordshire 
General Infirmary, Stafford (175 Beds). Experience in specialty 
and higher qualitic ation desirable. 

4. Stoke-on-Trent Hospital Management Committee, 
Princes-road, Hartsnill, Stoke-on-Trent 

REGISTRAR in Pathology tor City General Hospital. Stoke- 
on-Trent (845 Beds). Resident. Laboratory recognised for 
Diploma in Pathology. Excellent experience in specialty 
available. 

Application forms from Group Secretaries to be returned before 
6th December, 1954. Candidates may visit hospitals. 





BIRMINGHAM ACCIDENT HOSPITAL, Birmingham, 
15. (215 Beds.) RESIDENT HOUSE SURGEONS (Male or 
Femail). 3 posts vacant December, including 2 for Pre-registra- 
tion Servic e. Posts are recognised by the ‘Royal College of 
Surgeons for the casualty surgery training, now compulsory for 
the Fellowship examinations, Appointments will be for a period 
of 6 months in the General Accident Service and may (at the 
applicants request) include @ period in the 32-Bedded Burns 

Jnit. 

Anniications to Administrator. 

BikKviINUnANM ACCIDENT HOSPITAL, Birming- 
HAM, 15. (215 Beds.) Applications are invited from registered 
practitioners for the post of RESIDENT SURGICAL OFFICER 
(Senior House Officer grade) vacant in December. The Hospital 
is the largest Traumatic Unit in the country, and treats 50,000 
new patients each year. The post offers ample opportunity for 
practical experience in the management of all types of injury 
and teaching by the Consultant staff. 

Applications to Administrator. 

BIRMINGHAM, 29. SELLY OAK HOSPITAL. (1059 
Beds.) Applic ations are invited for the following posts :— 

3 HOUSE PHYSICIANS. Available January. 

1 HOUSE PHY sic IAN (pediatrics). Recognised for D.C.H. 
(Some duties at Moseley Hall Hospital for Children.) Available 
January. 

3 HOUSE SURGEONS. 
January. 

2 HOUSE SURGEONS (gynecological and obstetrical). 
Recognised for M.R.C.0.G. Available January and February. 
_ All the above posts are recognised for Pre-registration Service. 
Salary in accordance with the national scale for House Officers 
and the appointments tenable for 6 months. 

Apply to the Medical Superintendent, giving qualifications, 
age. and experience, and enc losing copies of 3 testimonials. 


BIRMINGHAM. HEATHFIELD ROAD MATERNITY 
HOSPITAL, 134, Heathfield-road, BIRMINGHAM, 19. OBSTETRIC 
HOUSE SU RG EON required on Ist January, 1955. Preference 
given to candidates with previous medical and surgical experience. 
50-Bed Maternity Unit with 18-Cot Premature Baby Unit 
attached. Large Antenatal Department. Appointment recog- 
nised for D.Obst.R.C.0.G. 

Detailed applications, with copies of 3 recent testimonials, to 
Secretary. Dudley Road Hospital, Birmingham, 18. 


BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. HOUSE SURGEON (pre-registration) required. 
Post vacant beginning January. General hospital and offers 
good experience. 5 other Resident Medical staff. 

Applications, giving age, qualifications, nationality, &e., with 

copies of 2 recent testimonials or names for reference, to the 
Medical Superintendent. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN'S HOSPITAL, Ladywood-road, BIRM- 
INGHAM, 16. Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER (clinical pathology), 
vacant on Ist, December, 1954, for 1 year. Applicants should 
have held resident appointments in a children’s hospital or a 
children’s department of a general hospital. The successful 
applicant will be required to work in the Clinical Pathological 
Department. 

Forms of application may be obtained from the House 
Governor, and should be returned immediately. 

G. A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL. HOUSE OFFICER 
(casualty) required to commence duty on 7th January, 1955, 
for 6 months. Recognised for pre-registration candidates but 
registered practitioners may apply. 

Forms of application may be obtained from the House 
Governor, The Children’s Hospital, Ladywood-road, Birm- 
ingham, 16, and should be returned not later than lith Dec 
ember, 1954. 


Recognised for F.R.C.S. Available 


A. PHALP, Secretary to the Board of Governors. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE QUEEN ELIZABETH HOSPITAL. Applications are 
invited for the post of RESIDENT CLINICAL PATHOLOGIST 
(Senior Howse Officer) in the Department of Bacteriology and 
Clinical Pathology. Previous experience in clinical pathology is 
not essential but applicants should have had hospital post- 
graduate experience. The appointment will be for 12 months 
from Ist January, 1955. 

Application forms may be obtained from the Secretary, United 
Birmingham Hospitals, Queen Elizabeth Hospital, Birmingham, 
15, and should be returned to him as soon as possible. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post cf RESIDENT 
OBSTETR'C AND GYNACOLOGICAL REGISTRAR for 
duties at the Queen Elizabeth Hospital and The Birmingham 
and Midland Hospital for Women (Professorial Unit) to com- 
mence January, 1955. 

Forms of application with details of appointment may be 
obtained from, and should be returned not later than 13th 
December, 1954, to, the House Governor, Birmingham and 
ee Hospitals for Women, Showell Green-lane, Birming- 
1am, 11. 

G. A. PHALP. Secretary and Principal Administrative Officer. 
BIRMINGHAM AND MIDLAND EYE HOSPITAL, 
Church-street, BIRMINGHAM, 3. (156 Beds.) SENIOR HOUSE 
CFFICER reyuired. Experience in ophthalmology essential. 

Detailed applications, with names of 2 referees, to Secretary, 

Dudlev Road Hospital, Birmingham, 18. 
BROMSGROVE. ALL SAINTS’ HOSPITAL. (423 Beds.) 
HOUSE PHYSICIAN (pre-registration) required at the above 
Hospital. Salary £425-£525 according to experience. Post 
vacant January. 

Applications, with the names of 3 referees, to the Hospital 
Secretary. 








51 


THE LANCET] 


THE LANCET GENERAL ADVERTISER 





[Nov. 20, 1954 





BROMSGROVE. ALL SAINTS’ HOSPITAL. 


(423 Beds.) 
HOUSE SURGEON 


(pre-registration) required at the above 
Hospital. Salary £425-£525 according to experience. Post 
vacant January. 

Applications, with the 

Secretary. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
required for busy acute Orthopedic and Traumatic Department 
at above Hospital. Previous orthopedic experience desirable. 
Cand'dates may visit Hospital by appointment with the Group 
Secretary. 

Application forms obtainable from, and returnabie to, Group 

Secretary, Redford Group Hospital Management Committee, 
3, Kimbolton-road, Bedford, as soon as possible. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) 3 
RESIDENT HOUSE SURGEONS (pre-registration) required 
in December and January. The appointments offer exceptional 
peseraanny for genera] experience in a busy acute Surgical 
Jnit. 

Applications, stating age, nationality, qualifications, previous 
appointments, together with copies of 2 recent testimonials, 
should be forwarded to Group Secretary, Bedford Group Hos- 
pital Management Committee, 3, Kimbolton-road, Bedford. 


BEDFORD GENERAL HOSPITAL. (437 Beds.) Locum 
RESIDENT GENERAL SURGICAL REGISTRAR and 
ORTHOPADIC REGISTRAR required pending permanent 
appointments. Salary €16 per week in each case. 

Applications (intimating for which appointment applying) 
stating age. nationality, qualifications and previous appoint- 
ments, together with copies of 2 recent testimonials, should be 
forwarded to ae Secretary, Bedford Group Hospital Manage- 
ment Committee, Kimbolton-road, Bedford. 


names of 3 referees, to the Hospital 


BISHOP AUCKLAND ~ Q@ENERAL HOSPITAL. = (350 
Beds.) SOUTH WEST DURHAM HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered practitioners 


or pre-registration candidates for the post of HOUSE OFFICER 
(obstetrics and gynecology). Recognised for D.Obst. R.C.0.G. 
Vacant 22nd December, 1954. Departmental beddage 66. 

Apply, naming 2 referees, to— 

K. G. T. Luxrorb, Group Secretary/Finance Officer. 

The General Hospital, Bishon Auckland, co. Durham. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTER. Applications are invited fer the following 
posts which fall vacant about the beginning of January, 1955 :— 

Victoria Hospital, Accrington (112 acute beds) 

SENIOR HOUSE OFFICER (medicine) and HOUSE 

PHYSICIAN. 
Queen’ 8 Park Hospital, Blackburn (644 general) 

2 HOUSE PHYSICIANS 

Royal Infirmary, Blackburn (262 acute beds) 

HOUSE PHYSICIAN and HOUSE SURGEON, 

All House Officer posts recognised for pre-registration purposes. 
House Surgeon post recognised for F.R.C.S. 

Apply to Secretary of the Committee, Hospital Management 
Committee Office, Royal Infirmary, Blackburn, Lanes. 
BLACKPOOL. VICTORIA HOSPITAL. (General Hos- 
pital—344 Beds. Consultant staffed.) CASUALTY OFFICER 
(Junior Hospital Medical Officer status) required. Post vacant 
2ist January, 1955. Salary £775-£50-£1075. Tenure of post 
4 years. Recognised for F.R.C.S. 

Applications, giving full particulars of experience, &c., 
together with the names of 3 referees, to the Hospital Secretary. 
BLACKPOOL. VICTORIA HOSPITAL. (344 Beds.) 
RESIDENT HOUSE SURGEON (Surgical Department), vacant 
2ist January, 1955. Pre-registration post. Recognised for 
F.R.C.S. examination. This is a busy general hospital with a 
large Outpatient Department and the post offers excellent 
opportunities for general experience under Consultant Surgeons. 

Applications, with names and addresses of referees. should be 

sent te the Hospital Secretary. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEF. ROYAL VICTORIA HOSPITAL, WEST- 
BOURNE, HANTS. Applications are invited for the immediate 
appointment of HOUSE SURGEON for E.N.T. and ophthalmic 
duties. In addition to duties et the above Hospital, the 
successful candidate will be required to assist in the E.N.T 
outpatient clinics at the Royal Victoria Hospital. Bournemouth, 
and Poole General Hospital. Poole. The appointment is recog- 
nised for the D.O. and D.L.O. Diplomas but not for pre- 
registration purposes. 

Applications to the Deputy Hospital Secretary 
Hospital, Shelley-road, Bournemouth. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEF. Applications are invited 
for the appointment of SENIOR HOUSE OFFICER (resident), 
orthopedic and casualty combined. Post vacant Ist January 
1955. is recognised for the F.R.C.S. examination and is tenable 
for 12 months. 

Applications to the 
BOURNEMOUTH. 





, Royal Victoria 


Deputy Flospital Secretary. 

ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTER. RESIDENT AN2S- 
THETIST (Senior House Officer) required from 17th Deo ember. 
The post is recognised for the D.A. and F.F.A.R.C.S. and is 
tenable for 12 months. Experience with Thoracic Unit av ailable. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL, 
Kastern-road. (300 Beds.) 

2 HOUSE SURGEONS (1 eeutins gynecology ). 

for pre-registration and F.R.¢ 

2 HOUSE PHYSICIANS. inacemmiebd for pre-registration. 
Posts vacant mid-December. 

Applications, stating age, 
naming 2 referees, 


Recognised 


qualifications and experience, 


and 
to the Administrative Officer. 
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BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) 
CASUALTY HOUSE SURGEON (1 of 3). 
work in Ort —- and Traumatic Unit. 
HOUSE SURGEON 
Both posts vacant 
registration and F.R.C. 
Applications, stating ne qualifications, and experience, and 
naming 2 referees, to be sent to the Administrative Officer. 


Duties include 


“Tet December and recognised for pre- 


BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP HOSPITALS. (78 Beds.) Locum SENIOR 
HOUSE OFFICER in the E.N.T. Department cof the above 
Group for 2 weeks early December. 

Applications, with details of experience, &c., 

referees, to the Administrative Officer, 
Hosnital. Brighton, 7. 
BRIGHTUN. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (130 Beds.) HOUSE SURGEON 
and HOUSE PHYSICIAN for 6. months from 6th January, 
1955, and 28th December, 1954, respectively. Both posts offer 
wide experience in peediatrics and are recognised for D.C.H. ; 
that of House Surgeon is open to pre-registration candidates. 


naming 2 
Royal Sussex County 


Applications, stating age, nationality, oaualifications and 
experience, together with copies of recent testimonials, to the 
Administrative Officer by 4th December, 1954. 


BRISTOL. COSSHAM FRENCHAY 
MANAGEMENT COMMITTEE. SENIOR 
AND CASUALTY OFFICER. 
the above post at Cossham 


HOSPITAL 
RESIDENT OFFICER 
Applications are invited for 
Memorial Hospital, Kingswood, 
Bristol, a general hospital of 88 Beds, vacant 31st January, 
1955. Salary on the scale £775 rising to £1075 p.a. less an 
appropriate deduction for residential emoluments provided. 
The successful applicant will be appointed to the staff of the 
Cossham/Frenchay Hospital Group but the duties will be 
primarily at Cossham Hospital. The appointment is recognised 
under the F.R.C.S. regulations. The post is a residential one. 
Married quarters can be made available. 

Applications, quoting age, experience and names of 2 referees, 
to the Group Secretary, Frenchay Hospital, Bristol, by 30th 
November, 1954. 

BRISTOL. SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEF. Applications are invited for 
the following appointme nts which will become vacant on 
Ist February, 1955 :— 
Southmead Hospital 
maternity ) 

2 SENIOR HOUSE OFFICERS (pathology). General experi- 
ence in clinic al pathology, including Blood Transfusion Service 
duties. 

1 SE. NIOR HOUSE 
F.R.C.S, examination. 

2 SENIOR HOUSE OFFICERS (casualty) (1 will also have 
duties as E.N.T. House Surgeon and the other as Orthopedic 
House Surgeon). Posts recognised for F.R.C.S. examination. 

2 HOUSE OFFICERS (casualty) (will also have duties as 
E.N.T. House Surgeon. and the other as Orthopeedic House 
Surgeon). Posts recognised for F.R.C.S. examination. 

3 HOUSE SURGEONS. Posts rec coins d for F.R.C.S. exami- 
nation. 

4 HOUSE PHYSICIANS. 

1 HOUSE SURGEON (gynecology). 
M.R.C.0.G. examination. 

3 HOUSE OFFICERS 
M.R.C.0.G. examination. 

2 HOUSE PHYSICIANS (peediatrics). 
D.C.H. 


Bristol (571 Beds including 133 


OFFICER (urology). Recognised for 


Post recognised for 


(obstetrics). Posts recognised for 


Posts recognised for 


Mortimer House Maternity Hospital, 
(35 Beds) 

1 SENIOR HOUSE OFFICER (obstetrics). 
Applications are also invited for 1 HOUSE OFFICER (obste- 
trics) at Southmead Hospital for 6 months commencing Ist May, 
1955. 

Applications, on forms to be obtained from the undersigned, 
to be returned not later than 2ist December. 1954. 

’.. Hancock, Group Secretary. 


Clifton, Bristob 


Sonthmead Hosnital. Rristol. hs ; 
BURY ST. EOMUND’S. WEST SUFFOLK GENERAL 
HOSPITAL. (289 Beds.) Applications invited for following 
posts :- 

(a) HOUSE 


SURGEON for general surgical duties, recog- 
nised for F.R.C.S. Vacant late December. 
(6) HOUSE SURGEON for general and other duties, vacant 


late December. 

(c) HOUSE PHYSICIAN for general medical duties, 
late November 

(d) HOUSE PHYSICIAN for peediatric and general medica 
duties, vacant mid-December. 

(e) HOUSE SURGEON fer obstetric and gynecological 
duties, vacant mid-December ; recognised for D.Obst. R.C.O.G. 

All posts recognised for pre-registration. 

Inquiries to Hospital Secretary. 


vacant 


BURTON-ON-TRENT GENERAL INFIRMARY. Resi- 

DENT ANAESTHETIST (Junior Hospital Medical Officer). 

Non-resident considered. Recognised for the F.F.A.R.C.S. 
Applications to Group Secretary. 

CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Anes- 


THETIC REGISTRAR or SENTOR REGISTRAR (non-resi- 
dent), vacant Ist January for 1 year in the first instance. 
Apply, with full particulars and names of 3 referees, to 
Secretarv by 27th November. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) GENERAL SURGICAL AND ORTHO- 
PX DIC HOUSE su RGEON. The above post, which is recog- 
nised for the F.R.C.S. Diploma, is now vacant. National Health 
Service salary and ‘coouitnas. 
Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
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CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(276 Beds.) EAR, NOSE AND THROAT AND EYE DEPARTMENTS. 
SENIOR HOUSE OFFICER. Salary £745 p.a. Post vacant 
early December, 1954. Approved for special diplomas. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER in Surgery at the Cardiff Royal Infirmary. 

Application forms obtainable from the Secretary, United 
Cardiff Hospitals, Cardiff Royal Infirmary. 


CARDIFF. THE UNITED CARDIFF HOSPITALS. Appli- 
cations are invited for the post of REGISTRAR in the Ortho- 
peedic Department at the Cardiff Royal Infirmary. 

Application forms obtainable from the Secretary, United 
Cardiff Hospitals, Cardiff Royal Infirmary. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Aprlications are invited for the post of SENIOR HOUSE 
OFFICER in the Orthopedic Department at the Cardiff Royal 
Infirmary. 

Application forms obtainable from the Secretary, United 
Cardiff Hospitals, Cardiff Royal Infirmary. 


CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANZSSTHETIST (Senior House 
Officer) to large surgical units, for a period of 12 months. 

Applications, stating age, sex, qualifications, and experience 

with recent testimonials, should be sent to the Secretary, 
Chelmsford Hospital Management Committee, London-road, 
Chelmsford. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park War _ Hospital). (430 Beds.) Required, 
CASUALTY OFFICER from lst December (Senior House 
Officer) resident or non-resident. The appointment is mainly 
that of Outpatient Sorting Officer, and gives time and oppor- 
tunity for reading for a higher qualification and is recognised 
by the Royal College of Surgeons for the F.R.C.S. Applications 
for a 6-months appointment would be considered. Salary in 
accordance with terms and conditions of National Health 
Service. 

Applications, together with names and addresses of referees, 
to Physician-Superintendent as soon as possible. 
CHICHESTER. ST. RICHARD’S HOSPITAL. (400 Beds.) 
Applications are invited for 2 HOUSE SURGEONS (pre- 
registration) for 6 months in the first instance. The Men or 
Women appointed to work primarily in the surgical wards 

—mainly general surgery and some orthopedic work. Hospital 
recognised for F.R.C.S. Post vacant Ist January, 1955. 

Applications, stating age, qualifications and experience, 
together with names of 2 persons to whom reference may be 
made, should be sent to the Surgeon-Superintendent immediately. 


COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following posts :— 
Essex County Hospital, Colchester (188 Beds) 
HOUSE OFFICER (surgical). First, second, third, or pre- 
registration post ; tenable for 6 months. 
Black Notley Hospital, Braintree (544 Beds) 
HOUSE OFFICER (orthopedic surgery). First, second, third, 
or pre-registration post ; tenable for 6 months. Recognised for 
‘RCS. : 


Applications, with copies of 3 testimonials, to the Group 

Secretary, 14, Pope’s-lane, Colchester, Essex. 
COULSDON, SURREY. CANE HILL HOSPITAL MAN- 
AGEMENT COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR in Psychiatry (whole-time), 
resident (if unmarried) or non-resident. The Hospital has 4 
outpatient clinics and undertakes postgraduate teaching in 
association with the Institute of Psychiatry. Candidates should 
have had previous general and psychiatric hospital experience. 
Every facility will be given for further study. Candidates may 
visit the Hospital by arrangement with the Pbysician-Super- 
intendent. 

Application forms, returnable within 14 days, may be obtained 
from the Group Secretary. ; 
CROYDON. MAYDAY HOSPITAL. (618 Beds.) House 
SURGEON (pre-registration post) for period of 6 months from 
9th January, 1955. 

Application forms obtainable from GEORGE A. PAINES, Group 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned immediately. ie a 
CROYDON GENERAL HOSPITAL. (200 Beds.) Surgical 
HOUSE OFFICER (pre-registration pest) required as from 
22nd December. 

Application forms obtainable from GEORGE A. PAINES, Group 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned immediately. 


CROYDON GENERAL HOSPITAL. (200 Beds.) Casualty 
OFFICER (Senior House Officer grade) commencing 30th Dec- 
ember. Post.is recognised for Final F.R.C.S. examination. 

Application forms obtainable from GEORGE A. _ PAINRES, 
Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned immediately. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. Resident 
SENIOR HOUSE OFFICER (Orthopedic and _ Accident 
Service), vacant immediately. Recognised for F.R.C.S. _ 

Apply, with full details and copies of 2 testimonials, to 
Hospital Secretary. : 
DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
SURGEON (general surgery), pre-registration, vacant Ist 
January, 1954, 

Apply, with details and copies of 2 recent, testimonials, to 
Secretary 


DERBYSHIRE ROYAL INFIRMARY. House 
PHYSICIAN (pre-registration), vacant Ist January, 1955. 

Apply, with details and copies of 2 recent testimonials, to 
Secretary. 





DERBY. DERBYSHIRE ROYAL INFIRMARY. Senior 
HOUSE OFFICER (ophthalmic), vacant immediately. Recog- 
nised for F.R.C.S. 

Aprly, with full details and copies of 2 testimonials, to 
Hospital Secretary. 

DEWSBURY. THE GENERAL HOSPITAL, Moorlands- 
road. SENIOR HOUSE OFFICER (surgery and casualty). 
Salary £745 p.a., less deductions for board and lodging. 

Applications, stating age, qualifications, present and previous 
appointments, together with the names and addresses of 2 
referees. should be sent to the Administrative Officer. 
DENBIGH. THE NORTH WALES HOSPITAL FOR 
NERVOUS AND MENTAL DISORDERS. JUNIOR HOSPITAL 
MEDICAL OFFICER or SENIOR HOUSE OFFICER required. 
Residential accommodation at present available for single person 
only. The Hospital has modern treatment facilities, and 
together with its associated Adult and Child Guidance Clinics 
is recognised by the R.M.P.A. for the purpose of their D.P.M. 
examination. 

Applications, with names of 2 referees, to the Medical 
Superintendent. 

*. L.. Frost, Secretary to the Management Committee. 
DU NCAdSTER ROYAL INFIRMARY. (330 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT MEDICAL 
REGISTRAR required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 29th November, 1954, giving age, 
pationality, qualifications, present and previous appointments 
with dates. naming 3 referees. 
DYUNLCASTEH HOSPITAL MANAGEMENT COMMIT- 
TEE. HOUSE PHYSICIAN (Senior House Officer) between 
Western Hospital, Doncaster, and Doncaster Roya! Infirmary 
Resident at Western Hospital. 

Applications to the Secretary to the Committee at the 
Doncaster Royal Infirmary by 18th December, 1954. 
DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP. BIRMINGHAM REGION. Applications invited from 
registered practitioners. for following appointments : 

The Guest Hospital, Dudley (154 Beds) 

SENIOR HOUSE OFFICER (Anesthetist). Post now 
vacant, 

Wordsley Hospital, near Stourbridge (478 Beds) 
SENIOR HOUSE OFFICER (resident), Ansesthetist. Post 

now vacant. In addition to general surgery, experience is 
available in gynecology and there is a major Orthopedic Unit. 
Regional Plastic Surgery Unit at this Hospital. 

SENIOR HOUSE OFFICER (surgical). 

The Corbett Hospital, Stourbridge (116 Beds) 
SENIOR HCUSE OFFICER (casualty), post vacant now. 
HOUSE OFFICER (surgical) pre-registration. Post vacant 

8th January. 

Applications, stating age, experience, with copies of 3 recent 
testimonials, to Group Secretary, The Guest Hospital, Dudley, 
Wores. 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

REGISTRAR in Obstetrics and Gynecology, Peterborough 
Memorial Hospital (150 Beds). The Obstetric Unit deals with 
approximately 1100 deliveries a year and takes in all abnormal 
cases in the area. Approximately 600 gynecological operations 
annually. Recognised for M.R.C.O.G. Appointment for 1 
year, renewable for second year. Candidates invited to visit 
hospitals by direct arrangement with Hospital Management 
Committee Secretary at the Hospital. 

ANASTHETI© REGISTRAR, West Norfolk and King’s 
Lynn Hospital (145 Beds). Single accommodation available. 
Post provides wide experience and recognised for D.A. Appoint- 
ment for 1 year, renewable for second year. Candidates invited 
to visit hospitals by direct arrangement with Hospital Manage- 
ment Committee Secretary at the Hospital. 

Applications, stating age, experience, and names of 3 referees, 

to Secretary of Board, 117, Chesterton-road, Cambridge, by 
29th November, 1954. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE SURGEON (first post—approved pre-registration), 
required 17th January, 1955. Duties with a general Surgical 
Unit doing gome orthopedic work. Post recognised by the Royal 
College of Surgeons. 6 months appointment. 

Applications, with the names and addresses of 2 referees, to 

the Secretary of the Management Committee. 
ENrieELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
HOUSE PHYSICIAN (second post—approved pre-registration ) 
required 6th January, 1955. General medica] duties. 6 months 
appointment. 

Applications, with the names and addresses of 2 referees, to 
the Secretary of the Management Committee. 


ENritLD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
SENIOR HOUSE OFFICER ANASTHETIST. Immediate. 

Applications, giving names and addresses of 2 referees, to 
the Secretary of the Management Committee. : 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESI- 
DENT SENIOR HOUSE OFFICER required immediately in 
the Department of Anesthesia. 12 months appcintment. The 
post is recognised for the D.A. and F.F.A.R.C.S. and affords 
a wide range of practical experience and tuition under Consultant 
supervision. 

Applications, giving names and addresses of 2 referees, to the 
Secretary of the Management Committee. 
GLASGOW ROYAL INFIRMARY. Senior House Officer 
in Pathology based at above Infirmary. 

Write, giving 3 names for reference, not later than 27th 
November, 1954, to the Secretary, Board of Management for 
Glasgow Royal Infirmary and Associated Hospitals, 135, 
Buchanan-street, Glasgow, C.1. 
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GLASGOW (near). CANNIESBURN HOSPITAL AND 
SCHAW HOME, BEARSDEN, near GLASGOW. 2 JUNIOR HOSPITAL 
MEDICAL OFFICERS required for duties at both of these 
Hospitals. Canniesburn Hospital has 132 Beds ; 42 for private 
patients, 10 for maxillo-facial surgery and 80 for pre-convalescent 
patients from Glasgow Royal Infirmary. Schaw Home has 
70 Beds used for the aged and chronic sick. Residence at 
Canniesburn Hospital. 

Apply, giving 3 names for reference, not later than 27th 

November, to the Secretary, Board of Management for Glasgow 
Royal Infirmary and Associated Hospitals, 135, Buchanan-street, 
Glasgow, 
GLASGOW, N. FORESTHALL HOSPITAL. (640 hos- 
pital beds for long-term sick.) JUNIOR HOSPITAL MEDICAL 
OFFICERS (2 vacancies). Applicants must have been qualified 
for 2 years and have had experience as House Officers in general 
hospitals. The present establishment is for 5 Junior Hospital 
Medical Officers, and they are encouraged to spend part of their 
time at a nearby teaching hospital to maintain their interest 
in general medicine. Facilities and supervision are also provided 
for medical officers wishing to pursue clinical research in prepara- 
tion for higher degrees. Living in optional. 

Applications, with the names of 3 referees, should be sent 
to the Administrative Medical Officer, Foresthall, 657, Edgefauld- 
road, Glasgow, 


GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN. 


Vacancies exist for HOUSE OFFICERS and HOUSE SUR- 
GEONS in the Royal Hospital for Sick Children, Yorkhill, 
Glasgow, C.3, for the period February—August, 1955. These 


posts are recognised for pre-registration purposes. 

Applications, in writing, should be sent to the Medical 

Superintendent. 
FARNBOROUGH HOSPITAL, Farnborough, Kent. (800 
Beds.) HOUSE SURGEON required for 6 months from 27th 
December, 1954. Recognised for the F.R.C.s. Preference given 
to pre-registration candidates. 

Apply, stating age, qualifications with dates, and experience, 
and naming 3 referees, to the Administrative Officer, by 3rd 
December, 1954. ~e . a 
HASTINGS. ST. HELEN’S HOSPITAL. (497 Beds.) 
HOUSE PHYSICIAN (resident) required for pediatrics and 
general medicine. National seale of Salary. Post vacant 21st 
December. 

Apply to Hospital Administrator. 

HITCHIN HOSPITALS, Hitchin, Hertfordshire 
cations are invited for the post of RESIDENT ANASTH ET ist 
(Senior House Officer), vacant 15th December, 1954. The post 


offers varied experience, and is recognised for the D.A. 
examination. : : ; , : 
Applications, stating age, nationality, qualifications and 


experience, 
sent to the 
immediately. 

HOVE GENERAL HOSPITAL, er 
Resident Medical Officers.) 110 USE 


together with copies of 3 recent testimonials, to be 
Medical Administrator, Lister Hospital, Hitchin, 


(75 Beds. 3 
SURGEON AND 


CASUALTY OFFICER (recognised for F.R.C.S.—not  pre- 
registration) required Ist January, 1955. 
Applications, stating age, qualifications, experience, and 


naming 2 referees, to the Administrative Officer, within 7 days 
of the appearance of this advertisement. 

HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE 
Applications are invited for the post of HOUSE SURGEON. 
The post which will be vacant on 25th November is for a period 
of 6 months, and counts tow ards the D.C.H. qualification. 
Salary according to national scale. 

Replies, with testimonials, to be sent to the Hospital Secretary. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE, 
Applications are invited for the post of HOUSE PHYSICIAN. 
The post, which will be vacant on Ist Dece me : is for a period 
of 6 months, and counts towards the D.C, qualification. 
Salary according to national scale. 

Applications, with testimonials, 
Secretary. 











to be sent to the Hospital 


HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE, HOUSE 
SURGEON required to commence duty on 15th December. 


The post is recognised as a pre-registration appointment, 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible, 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from provisionally registered or registered 
medical practitioners for the post of HOUSE PHYSICIAN, 
to commence duties on Ist December, 1954. Salary in accord- 
ance with national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

JouNson, Secretary to the Management Committee. 

The Roy al Infirmary, Huddersfield E 
ILFORD, ESSEX. KING GEORGE HOSPITAL. ltiford 
AND BARKING GROUP HOSPITAL MANAGEMENT COMMITTEE, 
There will be vacancies for the following at the above Hospital. 

HOUSE SURGEON—8th January, 1955. 

HOUSE PHYSICIAN—&th January, 1955. 

HOUSE SURGEON 55 


Salary 





24th January, 1955. 
HOUSE SURGEON—ASth February, 1955. 
Post or pre-registration. 
Applications, giving full particulars and accompanied by 


testimonials, to be sent to the undersigned within 7 days of the 
appearance of this advertiseme re 

. Harris, Group Secretary. 
neord.” 


King George Hespital, 
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ILFORD. KING GEORGE HOSPITAL. There will be 
a vacancy for a CASUALTY OFFICER at the above Hospital 
on 12th December, 1954, at a salary of £745 p.a., less £145 p.a. 
emoluments. This post is recognised for the F.R.C.S. 
Applications, giving full particulars and accompanied by 
testimonials, should be sent to the undersigned within 7 days 
of the appearance of this advertisement. 
H. F. HARRIS, Secretary, 
Ilford and Barking Group Hospital Management Committee. 
King George Hospital, Ilford. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
SURGEON to the General Consulting Surgeon. The post is 
recognised for pre-registration and for the F.R.C.S. examinations. 
Applications, with copies of recent testimonials, to Hospital 
Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of SENIOR 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment, vacant on Ist January, 1955. The post is graded Senior 
House Officer and is recognised for the F.R.C.S. examinations. 
The Department has 2 Consultants, about 60 beds and a large 
outpatient attendance ; it offers wide experience, 
Applications, stating age, nationality and experience, together 
with copies of recent testimonials, to Hospital Secretary. 
ISLE OF THANET HOSPITAL MANAGEMENT COM- 
MITTER. 
General Meenttel. 
HOUSE PHYSICTA 
General Hospital, 
HOUSE PHYSICIAN. 
Approved pre-registration posts. Salary at the rate of £425- 
£525 p.a., according to experience, less £125 for residential 
emoluments, 
Applications, with copies of testimonials, to 
Secretary of appropriate hospital. 
ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 
SENIOR HOUSE OFFICER (surgical) required for Major 
Thoracic Surgical Unit at the above Hospital. 
Applications, stating age, nationality, qualifications 
experience, to Hospital Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (Maternity Department). Must have held 
oe surgical, obstetrical and gynzecological House posts. 
Applications, stating age, nationality, qualifications, and 
expe rience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, by 30th November, 1954. 


ISLEWORTH. WEST MIDDLESEX | HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. Pre- 
registration HOUSE OFFICER required for Peediatric Unit. 
Post recognised as conferring medical experience. Preference 
given to candidates who have held 1 other post. 

Applications, together with copies of up to 3 testimonials, to 
Group Secretary, West Middlesex Hospital, Isleworth, by 30th 
November, 1954. p 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFIC ER required for Admissions and Casualty 
Department. Must have held medical and surgical posts. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of up to 3 recent testimonials, to Group 


Ramsgate (101 Beds) 
‘Margate (132 Beds) 


Hospital 


and 


South 





Secretary, West Middlesex Hospital, Isleworth, by 30th 
November, 1954. _ 7 

KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES., KINGSTON GROUP HOSPITAL MANAGEMENT COM- 


MITTEE. Applications are invited from suitably 
experienced medical officers for the post of REGISTRAR 
(peediatrics) which becomes vacant on Ist January, 1955. 
The post is resident and duties will be mainly between the main 
hospital at Kingston and the unit at Tolwortb Hospital. 

Forms of application should be obtained from the Group 
Secretary, 35, Coombe-road, Kingston-on-Thames, and returned 
to bim within 14 days of the appearance of this advertisement. 


KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
ON-THAMES, KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably qualified and 
experienced medical officers for the post of HOUSE OFFICER 
(gynecology) which becomes vacant on Ist January, 1955. The 
post is recognised for the M.R.C.O.G. and is resident. 
Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, should reach the 


Physician-Supe nintendo ‘nt of the Hospital not later than 
29th November, 1954 


LEEDS, 9. ST. JAMES'S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from registered medical practitioners (Male and Female) for 
the appointment of SENTOR HOUSE OFFICER (orthopedics). 
The appointment wil) be for a period of 1 year and the salary 
will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £745 
p.a., With an appropriate deduction in respect of board, lodgings, 
and other services provided. 

Applications, stating age, qualifications, 
together with the names of 2 referees, 
undersigned as soon as possible. 

J. FOIKARD, Secretary to the Committee. 
Administrative Offices, St. James's Hospital. Leeds, 9. 


LEEDS. THE UNITED LEEDS HOSPITALS. The General 
INFIRMARY AT LEEDS, SENIOR REGISTRAR required in 
General Medicine from mid-January, 1955. Terms and ¢ onditions 
of hospital medical and dental staffs apply. 

Applications, giving full particulars, including age, educ atheis: 
posts held with dates, together with 3 names for reference, 
should be addressed to the Sub-Dean, The a nen of Medicine, 

seeds, 2. not later than 4th December, 195 
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LLANELLY HOSPITAL. QGlantawe Hospital Manage- 
MENT COMMITTEE. Applications are invited fromi registered 
medical practitioners for the resident appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER in the E.N.T. Department 
of the above Hospital. Salary £775—£50—€1075. 

Applications, with full details of experience, qualifications 
and age, together with the names of 2 referees, should be sent 
to the Hospital Secretary, Llanelly Hospital, Llanelly, Carms. 
LLANELLY HOSPITAL, Lianelly, Carmartnensnhire. 
(164 Beds.) GLANTAWE HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR HOUSE OFFICER for duty 
in the E.N.T., Cphthalmic and Gynecological Departments. 

Full particulars, stating age, qualifications and experience, , 

should be addressed to the Hospital Secretary, Llanelly Hospital, 
Marble Hall-road, Llanelly. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
NORTH LIVERPOOL HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for a joint appointment as SENIOR HOUSE 
OFFICER in Pathology with duties at the Liverpool Stanley 
Hospital, Bootle Hospital, and Waterloo Hospital for the period 
to 30th September, 1955. 

Apply by 4th December, 1954, on form obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL EAR, NOSE AND THROAT INFIRMARY. Applications are 
invited for a temporary post of SENIOR HOUSE OFFICER in 
Otorhinolaryngology for the period to 30th September, 1955. 

Z Apply as soon as possible on form obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL, (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 
CASUALTY OFFICER (Senior House Officer), Male or Female, 
resident or non-resident. Post vacant and suitable for one reading 
for higher qualifications being recognised for F.R.C.S., affording 
contact with all specialist units in the Hospital. 

Applications, with names and addresses of 3 referees, to 

Hospital Secretary. 
MAIDSTUNE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of SENIOR 
HOUSE SURGEON. Post recognisable for the F.R.C.S. (Eng. ). 
Salary £745 a year, with deduction of £150 a year for residential 
emoluments. 

Applications to the Administrative Officer at the Hospital as 

soon as possible. 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 
above Hospital. Post vacant December, 1954. There are 55 
E.N.T. beds and 6 specialist operating sessions each weck. 
Valuable experience is available, and the post is recognised for 
the purpose of the F.R.C.S, and the D.L.O. Salary will be £745 
a year, less £150 a year for residential emoluments. 

Applications to the Administrative Officer, Kent. County 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
MANCHESTER REGIONAL HOSPITAL BOARD. 

Applications are invited for the post of REGISTRAR (anees- 
thetics), resident, to the Burnley and District Group of hospitals, 
The hospitals are recognised for the purposes of the D.A. 

Applications, together with the names and addresses of 3 
referees, should be addressed to the Group Secretary, Burnley 
one "> Vi Hospital Management Committee, Burnley General 

ospital. 

MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered practitioners for the post of 
REGISTRAR (geriatrics) at Withington Hospital. The post 
offers excellent experience in all branches of geriatric medicine 
in a well-established department. 

Applications, stating age, qualifications, present post, experi- 
ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20. 


MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post cf RESIDENT SURGICAL 
REGISTRAR at the Royal Albert Edward Infirmary, Wigan, 
vacant Ist December, 1954. Preference given to holders of 
higher surgical qualifications. Post recognised for F.R.C.S. 

Apply as soon as possible with full particulars t6 Secretary, 
Wigan and Leigh Hospital Management Committee, Knowsley 
House, Wigan, giving the names of 2 referees. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 138. REGISTRAR 
to the Department of Diagnostic Radiology, to commence as 
soon as possible. Whole-time appointment for 12 months, 
renewable. Applicants must possess the D.M.R.D. or its 
equivalent. 

Applications to be made on forms obtainable from the 
undersigned and to be returned not later than 4th December, 1954. 

G. H. TAYLOR, Secretary. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the full-time post of RESIDENT PZDIATRICIAN (Regis- 
trar or Senior House Officer grade according to experience) in 
the Neonatal Unit of Saint Mary’s Hospitals (attached to the 
University Department of Child Health) vacant immediately. 
Previous experience in peediatrics essential. The post is tenable 
= months and the salary is in accordance with the national 
scale, 

Application forms may be obtained from the undersigned 
and should be completed and returned within 10 days of the 
appearance of this notice. 








A. R. Wisk, General Superintendent. 
Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 





NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER and HOUSE SURGEON 
for the above Huspital. Duties to commence immediately. 
Salaries and conditions of service in accordance with Ministry 
regulations. 

Applications, stating age, qualifications and experience, 
together with testimonials, to be sent as soon as possible to— 

HENRY M. STANLEY, Group Secretary. 

__ General Hospital, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Resident 
HOUSE PHYSICIAN required, Male or Female (open to 
pre-registration candidates) at the above Hospital, duties to 
commence about 11th December next. Salary and conditions of 
service in accordance with publisbed regulations. The appoint- 
ment is for a term of 6 months. 

Applications, stating age, qualifications, and experience, 
together with copies of testimonials, to be sent to Group Secretary. 


NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post 
of SENIOR ORTHOPADIC AND FRACTURE HOUSE 
OFFICER (locum tenens considered). The post offers excep- 
tional experience in traumatic surgery. Duties to commence 
about 9th December, 1954. Salary and conditions of service in 
accordance with Ministry regulations. If resident £150 deducted 
for emoluments. 
Applications, stating age, qualifications and experience. 
together with copies of testimonials to be sent to— 
= Henry M. STANLEY. Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or 
Female—locum tenens considered) for the post of RESIDENT 
SENIOR ANASTHETIC HOUSE OFFICER. Puties to 
commence about 23rd December, 1954. Terms and conditions of 
service in accordance with published regulations of the Ministry 
of Health, £150 deducted for residential emoluments. 
Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 
See" aoe ___ Henry M. STANLEY, Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. (441 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
or IN-RESIDENT ORTHOPAEDIC AND FRACTURE 
REGISTRAR required. The post offers exceptional experience 
in traumatic surgery. Appointment for 1 year in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 29th November. 1954. giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
NOTTINGHAM GENERAL HOSPITAL. (441 ‘Beds. 
Recognised for D.Path.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time RESIDENT or NON-RESIDENT REGISTRAR 
(pathology) required. Appointment for 1 year in first instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 29th November, 1954, giving age. 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


NOTTINGHAM GENERAL HOSPITAL. Resident House 
PHYSICIANS required (Male or Female) (open to pre-registra- 
tion candidates) at the above Hospital ; duties to commence 
about 24th December next. Salary and conditions of service 
in accordance with published regulations. The appointments 
are for a term of 6, months. : , 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

H. M. STANLEY, Group Secretary. 


NEWCASTLE GENERAL HOSPITAL. Newcastle upon 
TYNE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the resident post of HOUSE PHYSICIAN to the 
Professorial Psychiatric Unit in the above Hospital in association 
with ward accommodation at St. Mary’s Hospital, Stannington. 
This post is recognised for the purpose of Pre-registration 
Service and preference will be given to provisionally registered 
persons who have .carried out their first house appointment. 
The unit is under the clinical direction of the Department of 
Psychological Medicine, King’s College Medical School, Univer- 
sity of Durham. Salary according to terms and conditions of 
service issued by the Ministry of Health. The Hospital is recog- 
nised for the purpose of study for the Diploma in Psychological 
Medicine. 

Applications, together with 1 copy of 2 testimonials, should 

be sent within 10 days of the appearance of this advertisement 
to the Secretary, Newcastle General Hospital, 418, Westgate- 
road, Newcastle upon Tyne, 4. 
NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time 
appointment of SENIOR HOUSE OFFICER in the Depart- 
ment of Anesthetics at the Royal Victoria Infirmary. The 
post is sublec to Ministry of Health terms and conditions of 
service and will be non-resident except for rotational emergency 
duty. It offers the opportunity for study for the F.F.A.R.C.5. 
examination. Applicants should have held postgraduate appoint- 
ments in medicine and surgery, but previous experience in 
anesthetics is not essential. 

Applications, giving full details and the names and addresses 
of 3 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

A. W. SANDERSON, House Governor and Secretary. 
Royal Victoria Infirmary, Newcastle upon Tyne. 


NEWMARKET GENERAL HOSPITAL, Newmarket. 
Applications are invited for the post of HOUSE SURGEON, 
vacant 23rd January, 1955. Duties include surgical house 
charge of general surgical, E.N.T. and eye cases. The post is 
resident, available for 6 months, and is recognised for pre-regis- 
tration. 

Applications, with copies of 3 recent testimonials, should be 
addressed to the Physician-Superintendent. 
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NEWMARKET GENERAL HOSPITAL, Newmarket. 
Applications are invited for the post of HOU SE PHYSICIAN, 
vacant ?th January, 1955. Duties include house charge of general 
medical and pulmonary tuberculosis beds. The post is recognised 
for pre-registration, is resident, and tenable for 6 months, 
Salary in accordance with national scale. 

Applic ations, together with copies of 3 recent testimonials, 
to Physician-Superintendent. 
NEWMARKET GENERAL HOSPITAL, 
SENIOR HOUSE OFFICER (resident) 
surgery and orthopedic patients required. 
Salary £745 p.e 

Applie. ations: wit h full particulars of qualifications, experience, 
and copies of 2 recent testimonials, to the Physician-Superin- 
tendent. 


New market. 
for care of general 
Post now vacant 


ORPINGTON HOSPITAL, Orpington, Kent. Resident 
SENIOR HOUSE PHYSICIAN reguired in January, 1955, for 
60-Bedded Tuberculosis Unit (30 male and 50 female). Aftords 
good clinical experience in diagnosis and treatment cf acute 


and chronic pulmonary tuberculosis. 


; Offers excellent oppor- 
tunity for higher qualification study, 


with access to clinical 


material in hospital’s general medical and surgical wards. 
Ex-patient Medical Gfficer favourably considered. 

Apply Physician-Superintendent. aii eiphbets 
OXFORD. WINGFIELD-MORRIS ORTHOPADIC 


HOSPITAL. Applications are invited from suitably qualified 
persons for 2 sk NIOR HOUSE OFFICER grade appointments. 
1 will become vacant at the end of December, 1954 ; the other 
at the end of January. 1955 

Applications, with names of referees, 

Secretary. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for non-resident post of REGISTRAR in General 
Medicine for 1 year in the first instance, eligible for extension 
to second year. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received by him not later 
than 2nd December. 1954. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions are invited for the following Resident House Officer 
appointments vacant on Ist February, 1955, unless otherwise 
stated :— 

Radcliffe Infirmary 
1 SENIOR HOUSE OFFIC ER (Accident Service). 
1 HOUSE OFFICER (E. 4 T. Department). 
*1 HOUSE OFFICER by Dehentapent). 

7°) & EDIATRIC HOUSE P HYSICIAN. 

LE MERGE NCY OFFICER oni House Officer grade ) 


hurchill Hospital 

tePALDIA TRIC HOU: SE PHYSICIAN. 
HOUSE SURGEON (thoracic surgery). 
Cowley Road Hospital (Geriatric Unit) 
SENIOR HOUSE OFFIC ER. 

HOUSE PHYSICIAN 

HOUSE PHYSICIAN. 

Oster Pavilion (Tuberculosis Unit) 
RESIDENT MEDICAL OFFICER. 
T.B. Meningitis Unit 

SENIOR HOUSE OFFICER. 

* Approved as pre-registration appointment. 


to be submitted to the 


. 
_ —_— = 


ft Recognised by appropriate Royal College for Diploma 
Examination. 
Applications, stating age, experience and qualifications, 


together with names of 2 referees, to Administrator, Radcliffe 
Infirmary, Oxford, to arrive not later than 30th November, 1954. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of GY NACCO- 
LOGICAL HOUSE SURGEON for duties at Queen Alexandra 
Hospital, Portsmouth (50 gynecological beds), vacant Ist 
January, 1955. Post recognised for M.R.C.O0.G, vot a pre- 
registration post. At the end of 6 months successful candidate 
would be offered post at St. Mary’s Hospital, Portsmouth (40 
obstetric ; 40 gynecological beds) which is recognised for 
M.R.C.O.G. and .Obst.R.C.0.G. 
Applications, stating age, experience 
together with names of 2 referees, 
as possible to E. H. Hurst. 
+ 35, Grove-road South, Southsea. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD, Applications are invited for the post of REGISTRAR 
for Obstetric and Gynecological Departments in the Ports- 
mouth Group of hospitals. Recognised for M.R.C.0.G. and 
D.Obst.R.C.0.G. Post vacant Ist February. 1955. 

Forms of application may be obtained from the Group 

Secretary, Portsmouth Group Hospital Management Com- 
mittee, 35 Grove-road South, Southsea, which should be returned 
to him duly completed on or before 3rd December, 1954. Candi- 
dates may visit the Hospitals by arrangement with the Group 
Secretary. 
PLYMOUTH CLINICAL AREA. The Board of Governors 
OF THE UNITED BRISTOL HOSPITALS AND THE SOUTH-WESTERN 
REGIONAL HOSPITAL BOARD. Applications are invited by the 
above Boards from registered medical practitioners for the 
joint appointment of SENIOR REGISTRAR in General Medi- 
cire. The appointment will be held for 1 year in the first instance 
but may be renewed thereafter on an annual basis. The success- 
ful candidate will be appointed to work for the first year mainly 
at the Plymouth, South Devon and East Cornwall Hospital, 
Plymouth, and to visit other hospitals in the Clinical Area as 
inay be determined by the Regiona) Board from time to time. 

Applications, stating date of birth, qualifications, and experi- 
and addresses of 2 referees, should 
of the Regional Hospital Board, 27, 
Bristol, 8, not later than 27th November, 


and qualifications, 
should be forwarded as soon 


ence, together with the names 
be sent to the Secretary 
Tyndalls Park-road, 


1954. 
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PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 


HOSPITAL. HOUSE OFFICER in Obstetrics, at the Alexandra 
Maternity Home, Devonport, vacant November, 1954. 
Applications, stating age, nationality, qualifications, and 


experience, with names of 3 referees, to be sent to— 
ARTHUR R. Casu, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. PASDIATRIC HOUSE PHYSICIAN (pre-registration 
post), Seaman lst January, 1955. Recognised for the D.C.H. 
Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 
ARTHUR R. CASH, Group Secretary, Plymouth, 
South Devon and East Cornwall Genera) Hospital] Group. 
7 Plymouth. 





7, Nelson-gardens. Stoke, 


READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (Area Accident and Orthopedic 
Department), vacant mid-December. Duties, including casualty 
work, at Battle Hospital, Reading (343 Beds). Person appointed 
will work with Registrar and House Officers. 

Apply, stating age, nationality, present post, qualifications 

with dates, together with names of 2 referees, to Group Secretary. 
3, Craven-road, Reading. 
RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITIEE. HOUSE SURGEON required from 
Ist February, 1955, at each of the following hospitals. Pre- 
registration if suitable candidate available. 

Caerphilly (6 miles from Cardiff), 144 Beds for general surgery . 
orthopeedics, E.N.T., ophthalmology and gynecology ; 26 
Beds for general medicine. Busy outpatients, radiology and 
Pathology Departments. 

Tredegar (20 miles from Newport, Mon, and 24 from Teaching 
Hospital) at Cardiff; 6 miles from the Vale of Usk). Surgical 
Unit of 50 Beds with also 6 ort hopeedic beds under daily super- 
vision of Consultant Surgeons and visiting supervision of Ortho- 
predic Surgeon. Busy Outpatient Casualty and Radiology 
Departments. Married quarters available. 

Salary £425-£525 according to experience, 
deduction for married quarters (if required). 

Apply, with full particulars, to Group Secretary, Hospital 

Management Committee, St. Martin’s-road, Caerphilly, by Ist 
January. 
RHYMNEY AND SIRHOWY VALLEYS HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
registered medical practitioners for appointments, under para. 10b 
of the terms and conditions of service laid down for medical 
staffs in the Health Service for a period of 18 months from 
Ist January, 1955, of General Practitioner/CLINICAL ASSIS- 
TANTS attached to Surgery, Orthopedics, and Medical Depart- 
ments at Caerphilly District Miners Hospital. 

Further details can be obtained from the Secretary to whom 

applications must be sent to reach him not later than 2nd 
December, 1954. 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL, SURREY. GYNACCOLOGICAL HOUSE SURGEON. 
Post recognised for M.R.C.O.G. and tenable for 6 months from 
6th December, 1954. 

Apply to Group Secretary at above address. 

RICHMOND, SURREY. ROYAL HOSPITAL. (General 
Hospital—121 Beds.) HOUSE SURGEON (pre-registration) 
required, post vacant 4th January, 1955. 

Applications to Administrative Officer. 

RICHMOND, SURREY. ROYAL HOSPITAL. (Generai 
Hospital—121 Beds.) HOUSE PHYSICIAN (pre-registration ) 
required, post oe 17th December, 1954. 

Applications to Administrative Officer. 
ROCHDALE. BIRCH HILL HOSPITAL. 
SENIOR HOUSE OFFICER. Position now 
House Officer grade, tenable for 1 year. 
recognised for the D.C.H. examination. 

Reply at once to the Superintendent. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (603 
Beds. ) Applications are invited for RESIDENT HOUSE 
PHYSICIAN (House Officer grade), pre-registration post, vacant 
Ist January, 1955. 

Applications, &c. (1 testimonial sufficient from pre-registration 
candidates seeking first appointment) to be sent to the under- 
signed by 26th November, 1954 J. C, FIeELp, Secretary. — 
ROTHERHAM. DONCASTER GATE HOSPITAL. (155 
Reds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT MEDICAL REGISTRAR required with duties 
also at the Moorgate General Hospital, Rotherham (355 Beds). 

Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 29th November, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. : 
ROMFORD. VICTORIA HOSPITAL. (99 Beds.) Appli- 
cations are invited from registered medical practitioners for 
appointment of Part-time General Practitioner AN ASSTHETIST 
for 1 half-day session per week (Wednesday morning). Salary 
£175 p.a. 

Applications, stating age, 
warded immediately to the Group Secretary, 
pital, Romford. 

SOUTHPORT GENERAL INFIRMARY. 
Recognised for F.R.C.S. and pre-registration. ) 

HOUSE SURGEON (gereral surgery and gynecology). 

HOUSE SURGEON (general surgery and ophthalmology). 
Posts are resident and become vacant December, 1954, and 
late January, 1955, respectively. : 

Apply to— T. Crook, Group Secretary, 

Southport and District Hospital Management Committee. 

Promenade Hospital, Southport. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Anesthetics to fill a vacancy in 
the approved trainee establishment at the South- Kost pont 
Group of hospitals. The post is recognised for the F.F. 
The appointment will be in accordance with the te — — 
conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 
Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
¥ a mere South East Me tropolitan Regional Hospital Board, 
, Portland- “place, W.1, not later than 4th December, 1954. 


= ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (382 Beds.) HOUSE SURGEON (House Officer grade) 
required for 1 of the 2 General Surgical Teams (recognised for 
the F.R.C.S.). Post vacant Ist January, 1955, and tenable 
for 6 months. Preference given to candidates seeking pre- 
registration posts under the Medical Act, 1950 

Applications to the Group Secretary, St. Albans © ity Hospital, 

Normandy-road, St. Albans. 
ST. ALBANS CITY HOSPITAL. (382 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time 
SURGICAL REGISTRAR required early in February, 1955. 
Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 

Secretary, Mid Herts Group Hospital Management Committee, 
Bleak House, Catharine-street, St. Albans, Herts, by 29th 
November, 1954. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. E.N.T. Surgery. DUNDEE ROYAL INFIRMARY. Applica- 
tions are invited for the post of REGISTRAR in the Regional 
establishment based at Dundee Royal Infirmary, a Teaching 
Hospital of 510 Beds associated with the University of 
St. Andrews. Salary and conditions of service in accordance 
with national agreement. 

Further particulars and forms of application may be obtained 

from the Secretary to the Board, 430, Blackness-road, Dundee, 
with whom applications must be lodged not later than 4th 
December, 1954. 
SCOTLAND. “SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of SENIOR 
REGISTRAR in Ophthalmology at Bangour Hospital, Broxburn, 
West Lothian. The appointment is subject to the terms and 
© — of the National Health Service. 

Applications, giving particulars of age, qualifications and 
previous experience, together with the names of 3 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, af Drumsheugh-gardens, Edinburgh, 3, by 
4th December, 195 
SCOTLAND. souTH EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in Surgical Peediatrics in the Edinburgh Northern 
Group of Hospitals. The appointment is subiect to the terms and 
conditions of the National Health Service. 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 2 referees, 
should be submitted to the Secretary, South- Mastetr Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3, by 11th December, 1954. 

SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
SENIOR REGISTRAR in Psychiatry at the Royal Edinburgh 
Hospital for Mental and Nervous Disorders, from Ist February, 
1955. The appointment is subject to the terms and conditions 
of the National Health Service. 

}. Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 3 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, Scotland 11, Drumsheugh-gardens, Edinburgh, 
3. bv 11th December. 1954. 


SCOTLAND. SOUTH- -EASTERN REGIONAL. ~HOS- 
PITAL BOARD. Applications are invited for an appointment as 
SENIOR REGISTRAR in Radiotherapy, based on the Radio- 
therapy Department at the Royal Infirmary of Edinburgh. The 
greater part of the radiotherapy facilities in this Infirmary will 
be transferred to a new Institute nearing completion in the 
Western General Hospital, Edinburgh, and the person appointed 
must at that time be prepared to undertake his major duties in 
this new Institute. The appointment is subject to the terms and 
conditions of the National Health Service. 
& Applications, giving particulars of age. qualifications, and 
previous experience, together with the names of 3 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, 11, Drumsheugh-gardens, Edinburgh, 3, by 
1ith December, 1954 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in Radiotherapy in the Royal Infirmary of 
Edinburgh, from Ist January, 1955. The appointment is subject 
to the terms and conditions of the National Health Service. 
Applications giving particulars of age, qualifications, and 
previous experience, together with the names of 2 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3, by llth December, 1954. , i ¥ ee es 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of SENIOR 
REGISTRAR in Ophthalmology based at the Victoria Infirmary 
and the Southern General Hospital, Glasgow, which will be for 
1 year in the first instance. This appointment is subject to the 
National Health Service (Scotland) superannuation regulations. 
Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, by llth December, 1954. 











SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of SENIOR 
REGISTRAR in Ophtbalmology based at the Eye Infirmary, 
Glasgow, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland) 
superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, by 11th December, 1954. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of SENIOR 
REGISTRAR in Anesthetics based at the Western Infirmary, 
Glasgow, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland) 
superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment. and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, by 11th December, 1954. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of SENIOR 
REGISTRAR in Radiodiagnosis based at the Western Infirmary, 
Glasgow, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland) 
superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regiona) Hospita) Board, 
64, West Regent-street, Giasgow. by &th December, 1954. 


SCUTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in E.N.T. Surgery, based at the Royal Infirmary, 
Glasgow, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland) 
superannuation regulations. - E e 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital re 
64, West Regent-strect. Glasgow, by &th December, 1954 


SCUTLAND. WESTEHN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of REGIS- 
TRAR in Surgery based at the Western Infirmary, Glasgow, 
which will be for 1 year in the first instance. The person 
aprtointed must be prepared to undertake not less than 6 months 
of duty, if required, at the Lewis Hospital, Stornoway. as part 
of his service. This appointment is subject to the National 
Healtb Service (Scotland) superannuation regulations. 

Applic ations (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street. ‘Glasgow, by 6th December 195 
SCOTLAND. WESTERN REGIONAL HOSPBITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in Peediatrics based at Seafield Hospital, Ayr, 
with duties also in General Medicine at hospitals under the 
control of the Board of Management for Southern Ayrshire 
Hospitals, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland ) 
superannuation regulations. 

Applic ations (12 copies), stating date of birth, qualifications, 
experience, present appointment. and the names of 3 referees, 
to reach the Secretary, Western Regiona) Hospital Board, 
64. West_Regent-gtreet, Glasgow, by 8th December, 1954. 


SCUNTHURPE, “LINCOLNSHIRE. WAR MEMORIAL 
HOSPITAL. (267 ‘Be ds.) SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE. Vacancy for HOUSE SURGEON 4th January 
(pre-registration or Senior House Officer). 

Apnlications, naming 2 referees. to Group Secretary. 
SGUTHEND GENERAL HOSPITAL. Applications are 
invited from registered or provisionally registered practitioners 
for the ous posts — ; 

RESIDENT GENERAL sa SE PHYSICIAN. Post 

vacant 30th "leeeaahen: 195 
RESIDENT GENERAL HOU SE PHYSICIAN. Post vacant 
23rd January, 1955 
RESIDENT HOU SE SURGEON. Post vacant Ist January, 
. 


1955. 
RESIDENT HOUSE SURGEON. Post vacant 20th January, 
1955. 


Salaries according to previous appointments held, less the 
prescribed charge for residential emoluments, 

Applications, stating the appointment applied for, age, 
qualifications and previous experience, with copies of recent 
testimonials (1 testimonial sufficient from applicants for 
— appointment), to reach the undersigned. by lst December, 
1954 FIELD, Secretary. 
SIDCUP, KENT. QUEEN MARY'S HOSPITAT Sidcup 
AND SWANLEY HOSPITAL MANAGEMENT COMMITTER Applications 
are invited for the post of CASUALTY OFFICER (Senior 
House Officer) to commence Ist January, 1955. Duties maini 
surgical casualties and minor operations, with fracture wor 
under general supervision of Orthopmedic Surgeons. The post 
is recognised for F.R.C.S. Salary £745 p.a., less £150 if resident. 

Applications, stating age, qualifications, and experience, with 
copies of recent testimonials, to the Secretary, Sidcup and 
Swanlev Hospital Management Committee. 

SIDCUP, KENT. QUEEN MARY’S HOSPITAL. Sidcup 
AND SWANLEY HOSPITAL MANAGEMENT COMMITTEE, Applic ations 
are invited for the post of SENIOR HOUSE OFFICER 
(Physician) which will be vacant on Ist January, 1955. This 
Hospital is a general hospital of 350 available beds. situated 














within half an hours travelling time of London. Salary £745 
p.a.. less £150 p.a. if resident. 

Applications, stating age, qualifications, and experience, with 
copies of recent testimonials, to the Secretary, Sidcup and 
Swanley Hospital Management Committee. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR REGISTRAR in Psychiatry required for Middle- 
wood Hospital, Sheffield (2089 Beds). D.P.M. essential. House 
available. Appointment for 1 year in the first instance, review- 
able annually. Opportunity for research and experience in the 
special branches of psychiatry available in the Hospital area. 
Application forms and further details obtainable from Senior 
Administrative Medical Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield. Forms to be returned by 
29th November, 1954. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the non-resident post of SENIOR 
REGISTRAR in E.N.T. Surgery. Post vacant 28th December, 
1954. The appointment is for 1 year in the first instance and will 
be reviewed annually. It has been agreed in principle between 
the Board of Governors of The United Sheffield Hospitals and 
the Sheffield Regional Hospital Board that the appointment, if 
extended to the full period of 4 years, will be divided, subject 
to satisfactory work and progress, between The United Sheffield 
Hospitals and a hospital in the Region. 

Applications, stating age, qualifications and experience, 
with the names of 3 referees, should be sent not later than 
27th November, 1954, to the Chief Administrative Officer, The 
United Sheffield Hospitals, West-street, Sheffield, 1. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HCUSE SURGEON reyuired (pre-registration post). Post 
vacant 24th November. 

Applications, stating age and qualifications with 2 references, 
to Hospital Secretary. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE SURGEON required 24th November. 

Applications, together with 2 references. to Hospital Secretary. 
SOUTHAMPTON EYE HOSPITAL. (32 Beds. Recog- 
nised for the D.O.M.S.). RESIDENT SENIOR HOUSE 
OFFICER required immediately. Salary £745 p.a. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton, 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds— 
80 Surgical.) 2 HOUSE SURGEONS required beginning and 
middle of January, 1955. Posts tenable for 6 months. Both 
recognised for F.R.C.S. and Pre-registration Service. 

Applications, with copies of testimnonials, should be forwarded 
as soon as possible to the Group Secretary. Southampton Group 
Hospital Management Committee, Rullar-street, Southampton, 
SOUTHAMPTON GENERAL HOSPITAL. (Recognised 
for the Membership and Diploma examinations of the K.C.O.G.) 
HOUSE SURGEON (resident) required middle of December 
for Gynecological and Obstetric Unit. Post tenable for 6 months 
and recognised for Pre-registration Service. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Group Secretary, South- 
ampton Group Hospital Management Committee, Bullar-street, 
Southampton. 

SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds. Recognised for F.R.C.S.) RESTIDFNT 
HOUSE SURGEON required mid-December. Pre-registration 
candidates eligible, 

Applications, with copies of testimonials, should be forwarded 

to the Group Secretary, Southampton Group Hospital Manage- 


ment Committee, Bullar-street, Southampton, as soon as 
possible, 
TORQUAY. TORBAY HOSPITAL. Resident Casualty 


OFFICER (Senior House Officer status) required immediately. 
Applications, stating quaiifications, nationality, age, with 
copies of testimonials (quoting ref. F955/48), to the Group 
Secretary, Torquay District Hospital Management Committee, 
62/64. Fast-street. Newton Abbot, S. Devon. 
WORCESTER ROYAL INFIRMARY. Applications invited 
for the post of SENIOR HOUSE OFFICER (resident) in 
Medicine which will be vacant mid-January. The post is of 1 
years duration and is the senior of the resident medical posts. 

Applications, with copies of 3 recent testimonials, to be sent 
to the Secretary. 

WORCESTER ROYAL INFIRMARY. Applications 
invited for the post of HOUSE PHYSICIAN (pediatrics). 

Applications, with testimonials, to the Secretary. 
WORCESTER ROYAL INFIRMARY. Applications invited 
for posts of HOUSE SURGEONS (pre-registration or otherwise ) 
vacant January. 

Applications, with testimonials, to the Secretary. 
WORCESTER ROYAL INFIRMARY. Applications 
invited for the post of RESIDENT ANASSTHETIST (Senior 
House Officer status) vacant beginning January and tenable for 
1 year. The post is recognised for the Diploma in Anesthetics 
and the holder may expect to gain a great deal of experience 
with emergency work. 

Applications, with copies of 3 testimonials, to be sent to the 

Secretary. 
WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
(210 Beds—General.) WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTERK. The vacancy for HOUSE SURGEON will occur 
at the beginning of December, 1954. 

Applications from either registered medical practitioners, or 
pre-registration candidates, stating age, qualifications, experi- 
ence, nationality, and enclosing copies of 2 recent testimonials, 
to be forwarded to the Hospital Secretary as soon as possible, 

V. OAKTON, Group Secretary. 


WINDSOR. KING EDWARD VII HOSPITAL. House 
SURGEON in General Surgery required, Male or Female. for 
post vacant 7th January. Recognised for F.R.C.S. Preference 


given to persons seeking pre-registration House Officer post. 

Applications, stating age, qualifications with dates 
nationality, with copies of recent testimonials, to 
Secretary. 


and 
Hospital 
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WINDSOR. KING EDWARD VII HOSPITAL. Applica- 
tions invited from general practitioners for posts of Honorary 
CLINICAL ASSISTANTS (3 posts—1 session per week, on 
Tuesdays Wednesdays, and Thursdays) in General Medicine, 
which become Vacant Ist January. Applicants required to be 
members of a Medical Protection Society. 

Applications, stating age, qualifications with dates and 
nationality, with copies of recent testimonials or names of 2 
referees, to Hospital Secretary. 

WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general surgery), Caernarvon and Anglesey 
General Hospital, Bangor (134 Beds). Resident/non-resident. 

REGISTRAR (general surgery), Pembroke County War 
Memorial Hospital, Haverfordwest (resident or non-resident). 

REGISTRAR (general surgery), East Glamorgan Hospital. 
Church Village, near Pontypridd, may also be expected to serve 
other hospitals within the Group. Hospital recognised for 
F.R.C.8. While holding the appointment a suitable candidate 
will be eligible for a Clinical Assistantship in the Surgical Unit 
at the Cardiff Roya) Infirmary. 

Subject to review end of first year. ; i 

Application forms from Senior Administrative 
Officer, Temple of Peace and Health, Cathays 
within 14 days. 


WELSH HEGIONAL HOSPITAL BUAKD. 


Medical 
Park, Cardiff, 


Whoovlte-ume 


Locum Tenens SENIOR REGISTRAR (general surgery). 
Royal Gwent Hospital, Newport, December, 1954, to July 
1955. Salary £22 weekly. 


Applications, naming 2 referees. to Senior Administrative 
Medical Officer, Temple of Peace and Health, Cathays Park, 
Cardiff. 

WIGAN (near). WRIGHTINGTON HOSPITAL. Senior 
HOUSE OFFICER required for Ist January, 1955, for this 
352-Bedded Hospital which is the Manchester Regional Centre 
for orthopedic tuberculosis. 

Apply to the Consultant 
references. 
WARLINGHAM PARK HOSPITAL MANAGEMENT 
COMMITTER, SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Registered medical practitioners are invited to apply 
for the appointment of REGISTRAR, vacant in_ February. 
1955. Opportunity will be given for experience in all branches 
of psychiatry, psychoneurosis, industrial psychiatry, delinquency 
and child guidance. Candidates may visit the Hospital (by 
arrangement with the Medical Superintendent) but canvassing 
in any way will disqualify. 

Applications for forms of application (5 copies required to be 
completed) must be accompanied by a stamped addressed 
envelope and made to the Secretary, Warlingham Park Hospital 
Management Committee, Warlingham Park Hospital, Warling 
ham, Surrev, and returned to him as soon as possible. 
WATFORD AND DISTRICT PEACE MEMORIAL HOS- 
PITAL, Rickmansworth-road, WATFORD, HERTS. (198 Beds.) 
Applications are invited from registered medical practitioners 
for the pre-registration post of HOUSE SURGEON, vacant the 
end of November. Salary according to the National Health 
Service scale. : 

Applications, together with ccpies of 2 recent testimonials, to— 

CyktL HopkKINsSoN, Administrator. 
WARWICK (near). CENTRAL MENTAL HOSPITAL. 
SENIOR HOUSE OFFICER required in this Mental Hospital 
of 1400 Beds with Neurosis Unit, 4 adult and 2 child psychiatry 
clinics recognised for the D.P.M. Departments of Electro- 
encephalography. Occupational Therapy, Psychology and social 
work. A modern house is available. 

Applications, together with the names and addresses of 3 

referees, to the Medical Superintendent. 
WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited from persons experienced in anesthetics 
for the post of RESIDENT ANASSTHETIST (Male or Female ) 
graded as Senior House Officer. The Hospital is recognised for 
the D.A. examination. Salary is £745 p.a., less a deduction of 
£130 p.a. for residential emoluments. 

Applications, stating qualifications and experience should Ix 
sent to— 1. L. Boor, Group Secretary, 

Warrington and [istrict Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

WARRINGTON INFIRMARY. Applications are invited 
from qualified practitioners for the vacancy of RESIDENT 
AN XSTHETIST (Senior House Officer grade), Male or Female, 
at the Warrington Infirmary. The Infirmary is recognised for the 
D.A. examination. Scale of salary £745 p.a., less £130 p.a. for 
residential emoluments. 

Applications to— 

H. L. Boor, Group Secretary, 

Warrington and District Hospital Management Committee. 

c/o General Hospital, Warrington, Lancs. 

WESTCLIFF HOSPITAL, Balmoral-road, Westcliff-on- 
SEA, ESSEX. Applications are invited for the post of RESIDENT 
HOUSE MEDICAL OFFICER (Senior House Officer grade) 
at Westcliff Hospital. Post vacant Ist January, 1955. The 
Hospital deals with communicable diseases, general medicine 
and tuberculosis. The appointment covers a wide field of medi- 
cine and offers excellent training for general practice. 

Applications to be sent to the Secretary at the General Hos- 
pital, Prittlewell-chase, Southend-on-Sea, Essex, not later than 
24th November. J.C. FIELD, Secretary. 
WOLVERHAMPTON GROUP. : 

The Royal Hospital, Wolverhampton (An Associated 
Hospital of the University of Birmingham Medical School) 
HOUSE OFFICER (casualty), vacant now. 
Wolverhampton and Midiand Counties Eye Infirmary 
(Recognised for F.R.C.S. and D.O. examinations) 

HOUSE OFFICER, vacant now. 

Applications, with copies of 3 recent testimonials, to be sent 
to Group Secretary, The Royal Hospital, Wolverhampton. 


Surgeon-Superintendent with 2 
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WOLVERHAMPTON GROUP. 
New Cross Hospital, Wolverhampton (45 obstetric 


beds 
SENIOR HOUSE OFFICER (obstetric). Appointment 
recognised for D.Obst.R.C.0.G. Vacant 13th January. 
Applications, with copies of 3 recent testimonials, to be sent 
to Group Secretary, The Royal Hospital, W olverhampton. 


WOKING. THE ROWLEY BRISTOW ORTHOPAEDIC 
HOSPITAL, PYRFORD, WOKING, SURREY. Applications are invited 
for the pest of REGISTRAR (non-resident), at the above 
Hospital for 1 year in the first instance, duties to begin in 
February, 1955. (The successful candidate will be required to 
peer og at St. Thomas's Hospital, London, for 1-2 sessions per 
wee 

Applications to be on forms obtained from the Secretary at the 
above address and completed forms should be returned within 
14 days of the date of this advertisement. Canvassing will 
disqnalifv. but candidates may visit the Hospital. 


WeYMUUTH AND ) DISTRICT HOSPITAL. (124 Beds.) 
HOUSE SURGECN required (Male or Female). Post now 
vacant and tenable for 6 months. Recognised for F.R.C.S. 
examination and approved for Pre-registration Service. 

Applications, stating age, experience, qualifications and 
nationality, together with copy testimonials, to Group Secretary, 
West Dorset Hospital Management Committee, Damers-road, 
Dorchester, Dorset, immediately. 


YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE, 
Westwood Hospital, Beverley, Yorks (229 Beds) 

ASSISTANT PATHOLOGIST (Senior House Officer) 
required in Area Laboratory. with attendance Branch Labora- 
tory at Driffield. Offers experience all branches pathology. 

Northfield Sanatorium, Driffield, Yorks (78 Beds) 

SENIOR HOUSE PHYSICIAN, vacant now. Offers 
experience all branches tuberculosis within Group, including 
surgery, M.M.R. and clinics. Time for study. Ex-patients 
welcome. 

Salary £745. 

Detailed applications to Group Secretary, Westwood Hospital, 

Beverley, Yorkshire. 
CHANNEL ISLANDS, JERSEY. GENERAL HOSPITAL. 
Applications are invited for the post of RESIDENT SURGICAL 
OFFICER at the above Hospital. Previous experience is 
essential. The Hospital has 200 Beds and is recognised as a 
training hospital for the F.R.C.S. The post is vacant now. 
The appointment is for 6 months in the first instance, but is 
renewable for a further 6 months. Salary £850 p.a., less £125 
for residential) emoluments. 

Applications, to be submitted not later than 4th December, 

1954, to the President, Public Health Committee, General 
Hospital, Jersey, C.1. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in General Surgery at hospitals managed by the Belfast Hospital 
Management Committee. The terms and conditions will be in 
accordance with the application of the Spens report to Northern 
Ireland. 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 11th December, 1954. 
BRITISH COLUMBIA. HOLLYWOOD SANITARIUM, 
NEW WESTMINSTER, B.C. Excellent facilities for young 
PSYCHIATRIST in a 70-bed, active private psychiatric hospital 
in British Columbia, dealing with a wide variety of acute 
psychiatric disorders. Research encouraged. Salary according to 
qualifications and experience. 

All applications will be acknowledged and treated as con- 

fidential. Please state qualifications, experience, including 
present appointments, age, nationality, and names of 3 referees. 
Application, with a recent photograph, to A. J. WARREN, 
M.D., D.P.M., Medical Superintendent, Hollywood Sanitarium, 
515—! 5th Avenue, New Westminster, British Columbia, on or 
before Ist January, 1955. 
IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. Applications are invited from fully registered medical 
practitioners for appointments as HOUSE OFFICERS in the 
Departments of Medicine, Surgery, Obstetrics and Gynecology. 
Candidates should state the departments in which they prefer 
to serve, but must be prepared to serve in avy of the above 
departments. The duration of the appointments will be for 
6 or 12 months. Candidates should state which they prefer. 
Salary: £924 p.a., plus £240 p.a. expatriation pay where 
applicable. Gratuity at the rate of £25, or £37 10s. (if salary 
exceeds £1000 p.a.), for each period of 3 months service, is payable 
on satisfactory completion of contract. Outfit allowance of 
£60 is payable on first appointment, unless candidate has pre- 
viously received such allowance. Quarters: Partly furnished 
quarters will be provided at low rental. Candidates appointed 
may be required to share a flat or bungalow. Leave will be 
granted on full salary at the rate of 5 days (or in the case of 
expatriate officers 7 days) for each month of service on satis- 
factory completion of contract. Passages : Passages to and 
from Nigeria will be provided free for expatriate candidates, 
but they may be required to travel by air. Nigerian candi- 
dates who are not already provided with return passages will 
be required to pay their own nee go at this stage, but the 
matter is under consideration. Candidates will be required 
to pass a medical examination. Successful candidates will 
be required to commence duties by Ist January, 1955. Interested 
candidates are therefore kindly requested to make early applica- 
tion, if they have not already done so, and to state when they 
will be free to proceed to Nigeria. 

Forms of application may be obtained, on receipt of an 
addressed foolscap envelope, from the Secretary, Teaching 
Hospitals Association, 61, Lambeth Palace-road, London, S.E.1, 
or from the London Executive Representative, University College 
Hospital, Jbadan, 57, Catherine-place, London, 8.W.1. 





IBADAN, NIGERIA. UNIVERSITY COLLEGE HOS- 
PITAL. Applications are invited from rics: registered 
practitioners for appointments as HOUSE OFFICERS (pre 
registration) in the Departments of Medicine, Surgery, Obstetrics 
and Gynecology. Candidates should state the departments 
in which they prefer to serve, but must be prepared to 
serve in any of the above departments. The duration of the 
appointments will be for 6 or 12 months. Candidates should 
state which they prefer. Salary : £570 p.a. plus expatriation 
pay where applicable of £150 p.a. Outfit allowance of £60 is 
payable on first appointment, unless candidate has previously 
received such an allowance. Quarters : Partly furnished single 
quarters will be provided at low rental. Candidates appointed 
may be required to share a flat or bungalow. Leave will be 
granted on full salary at the rate of 5 days (or 7 days in the case 
of expatriate officers) for each month of service on satisfactory 
completion of contract. Passages : Passages to and from 
Nigeria will be provided free for expatriate candidates but they 
may be required to travel by air. Nigerian candidates who are 
not already provided with return passages will be required to 
pay their own passages at this stage, but the matter is under 
consideration. Candidates will be reyuired to pass a medical 
examination. Successful candidates will be required to com 
mence duties by Ist January, 1955. Interested candidates are 
therefore kindly requested to make early application, if they 
have not already applied, and should state when they will be 
free to proceed to Nigeria. 

Forms of application may be obtained, on receipt of an 
addressed foolscap envelope, from the Secretary, Teaching 
Hospitals Association, 61, Lambeth Palace-road, London, 
S.E.1, cr from the London Executive Representative, University 
College Hosnital, Ibadan, 57, Catherine-place, London, S.W.1. 

.d. A. KANSAS "MEDICAL CENTER. Approved 
PSYCHIATRIC RESIDENCIES available immediately or 
July offering comprehensive clinical training and didactic 
instruction in child and adult psychiatry. 

Apply : Associated Psychiatric Faculties, University of 
Kansas Medical Center, Kansas City, Kansas, U.S.A. 
BALTIMUnE, MARYLAND, U.S.A. FRANKLIN 
SQUARE HOSPITAL, ROT ATING INTERNSHIPS available. 
Fully approved, Council on Medical Education, American 
Medical Association. 

Applications to Franklin Square Hospital, Baltimore 23, 
Md. U.S.A. 





Public Appointments 


AUSTRALIA. GOVERNMENT OF WESTERN 
AUSTRALIA. PUBLIC HEALTH DEPARTMENT. TUBERCULOSIS 
CONTROL BRANCH. SENIOR THORACIC SURGICAL REGIS- 
TRAR. Applications are invited for the above position. 
Applicants should have some previous experience of modern 
techniques in thoracic surgery. <A higher surgical qualification 
is desirable, but not essential. The successful applicant will be 
required to assist the Thoracic Surgeons and will be responsible 
for the pre- and post-operative management of the surgical 
patients in the Thoracic Wing at the Royal Perth Hospital. 
He will later have the opportunity to work in a new 260-Bed 
Chest Hospital for which tenders have been invited. He will 
work under the over-all direction of the Director of Tuberculosis 
Control, Perth Chest Clinic, 17, Murray-street, Perth. W.A., 
from whom further inquiries can be made. Salary will be at the 
rate of £A1870 p.a., subject to basic wage adjustments. A sum 
up to the maximum of £300 sterling will be allowed for travelling 
expenses to Westesmn Australia. 

Applications should be addressed to the Agent-General < 
Western Australia, Savoy House, Strand, London, W.C 
before 27th November, 1954. 





BUCKS CUUNTY COUNCIL. Applications are invited 
for the post of ASSISTANT COUNTY MEDICAL OFFICER 
from registered medical practitioners with special experience 
in mental deficiency work among adults and children. Salary 
within the scale £950-£1300 p.a. according to qualifications and 
experience, plus £100 p.a. for additional responsibility, with 
travelling and subsistence allowances on the Council’s scale. 
The appointment is superannuable. The duties will be mainly 
those of an Assistant Medica] Officer, including examinations 
and inspections in connection with the School Health Service 
and attendarfce at Child Welfare Centres, but the person 
appointed will also be required to assist the Departmental 
Medical Officer in the administration of the Council’s scheme 
for the care of mental defectives. 

Further particulars and forms of application may be obtained 
from the County Medical Officer, County Offices, Aylesbury, 
to whcm applications must be Helivered by 4th December, 
1954. Guy R. Crovucn, Clerk of the Bucks County Council. 

County Hall, Aylesbury, 10th November, 1954. 

EXETER. CITY AND COUNTY OF THE CITY OF 
EXETER. DEPUTY MEDICAL OFFICER OF HEALTH 
AND SCHOOL MEDICAL OFFICER. Applications are invited 
from registered medical practitioners for the appointment of 
Deputy Medical Officer of Health and School Medica) Officer 
at a salary of £1250 p.a., rising by 5 annual increments of £50 
to £1500 p.a., together with a car allowance as an essential 
user in accordance with the recommendations of Committee 
C of the Medical Whitley Council. Applicants must possess 
a Diploma in Public Health. The duties will be partly 
administrative and partly clinical, and will include work in 
the School Health Department. Recognition by the Ministry 
of Education in the ascertainment of educationally subnormal 
children and experience in mental deficiency will be deemed an 
advantage. The appointment is superannuable and subject to 
a medical examination. Canvassing will be a disqualification. 

Forms of application may be obtained from the Medical Officer 
of Health, 5, Southernhay-west, Exeter, and should be returned 
to the undersigned not later than &th December, 1954, in an 
envelope endorsed ‘** Deputy eee al Officer of Health.” 

J. NEWMAN, Town Clerk. 

10, Southernhay-west, Exeter, 13th November, 1954. 
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DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Medical position vacant. RADIOLOGIST, Sligo Co. Council. 
Salary £1975. 

Application forms and particulars from the Secretary, 45, 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 3rd December, 1954, 


EAST SUFFOLK COUNTY COUNCIL. Applications are 
invited for appointment of ASSISTANT COUNTY MEDICAL 
OFFICER (29 44ths) AND MEDICAL OFFICER OF HEALTH 
(15 44ths) for the Borough of Beccles, the Bungay, Halesworth 
and Leiston Urban Districts, and the Blyth and Wainford Rural 
Districts (total population approximately 43,000). Salary, 
based on Awards 2285, 2321 and 2452, will be between the 
minimum £1235 and the maximum £1544 p.a. rising to maximum 
by appropriate increments in accordance with the Awards, 
Duties will include school medical inspection, maternity and 
child welfare work and general public health. D.P.H. essential 
and previous local authority experience an advantage. Super- 
annuable appointment subject to satisfactory medical examina- 
tion, and to provisions of Sanitary Officers (Outside London) 
Regulations, 1935. Car allowance on approved national scales 
Forms of application and further information obtainable 
from the County Medical Officer, County Hall, Ipswich, to whom 
all applications — be re turned uot later than 30th Nove miber, 
954. G. C. Licutroort, Clerk of the County Council. 


GOVERNMENT OF MAURITIUS. An Assistant Radio- 
LOGIST is required in the Medical Department of Mauritius 
to perform radiological work, and such other duties as required 
by the Director of Medical Services. Appointment will be on 
contract for 3 years with gratuity on satisfactory completion of 
service. Salary scale ranges from Rs.10,020 to Rs.19,020 
(£751 10s.-€1426 10s.) a year. In addition a temporary cost- 
of-living allowance is payable amounting to 12% on salary up 
to Rs.12,000 (£900) a year and 9% on all salary over Ks.12,000 
(£900) a year. Candidates in the National Health Service may 
leave but retain their superannuation rights (up to a limit of 
6 vears) and receive a gratuity of 20% of the aggregate of their 
Mauritius salary. Quarters are not provided, but officers who 
have not been allocated Government houses will be reimbursed 
any difference between approved rent paid for a private house 
(subject to a maximum of Ks.300 (£22 10s.) a month) and the 
10% salary they would normally pay for a Goverument house. 
For this purpose, officers residing in hotels or boarding houses 
will be regarded as paying half the board and lodging charge for 
themselves and their wives in respect of rent. Income-tax at 
jocal rates. Free passages in both directions are provided for 
Officer, wife and children not exceeding 5 persons in all. Generous 
home leave is granted after tour. Candidates must have medical 
qualifications registrable in the United Kingdom. Experience in 
both radicdiagnosis and radiotherapy would be an added 
recommendation. 

Application forms can be obtained from the Director of 
Recruitment, Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, 8.W.1 (quoting reference No. BCL -117/52/016). 


HER ‘MAJESTY’ S COLONIAL SERVICE. Malariologist 
required for Medical Department, Jamaica, to organise anti- 
malaria activities throughout the Island and to investigate 
and advise the Director of Medical Services on Malaria incidence 
and control. Candidates must possess medical qualifications 
registrable in the United Kingdom, preferably a public health 
qualification, and should have experience in public health 
adininistration and malariology. Appointment on short-term 
contract for period of 3 years with gratuity at the rate of £37 10s. 
for each completed 3 months of service payable on satisfactory 
completion of contract. Salary is £1550 a year. A temporary 
additional allowance of £48 a year is at present payable. Quarters 
are not provided but a house allowance of £100 a year is payable. 
Free passages are provided for Officer, wife and children, to a 
total of 5 persons in all. Income-tax at local rates. Local leave 
is permissible and home leave is granted after tour. Climate is 
healthy for Europeans and education facilities are available. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. BCD.117/32/09). 


reat ser COUNTY BOROUGH OF IPSWICH. Appoint- 
ment o . 

(a) DEPUTY MELICAL OFFICER OF HEALTH, DEPUTY 
PRINCIPAL SCHOOL ME o_ AL OFFICER AND DEPUTY 
PORT MEDIC Al, OFFICE! 

(b) ASSISTANT MEDIC Ri, OFFICER OF HEALTH AND 
SCHOOL MEDICAL OFFICER. 

Salary scales : (a) £1233 6s. 8d.—-£50—-£1483 6s. 8d., which is 
under review ; (b) £950—-£50-£1300. Commencing salary may 
be determined having regard to the previous local authority 
service of the successful candidate. Applicants must be duly 
registered medical practitioners and in the case of (a) must 
possess the D.P.H., and preference will be given to those who 
have had previous experience in relation to the School Health 
and Mental Health Services. In the case of (6) the possession 
of the D.P.H. will be an advantage. 

Application forms and conditions of service will be forwarded 


= — ation to the Medical Officer of Health, Elm-street, 
pswich 
Town Hall, Ipswich. J. C. NELsSon, Town Clerk. 


LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners required for appointment of ASSISTANT DIVI- 
SIONAL MEDICAL OFFICERS in areas adjacent to Bolton, 
Fleetwood, Nelson, and Ulverston. Possession of D.P.H. 
desirable. Salary £950-£1300 p.a. Travelling and subsistence 
allowances where applicable. Posts superannuable and subject 
to medical examination. 
Application forms and further particulars from County 
Medical Officer of Health, East Cliff County Offices, Preston. 





PRISON AND BORSTAL SERVICE. Male Occupational 


THERAPIST (in sole charge) in the above Service. Applications 
are invited for a post at H.M. Prison, Wakefield. Salary £455- 
£15-£515 p.a. (National Health Service scale). Pensionable 


under the Health Service superannuation scheme. Applicants 
must be fully qualified. The accepted candidate will be re quired 
to initiate and organise an Occupational Therapy Unit under 
the direction of the Principal Medical Officer. The unit will 
handle selected male prisoners suffering from psychopathic 
deviations mainly of a mild kind and will form part of the existing 
psychotherapeutic centre at Wakefield Prison. 

Regulations and application forms from the Establishment 
Officer (E.84/2/12), Prison Commission, Horseferry House, Dean 
tvle-street, London, S.W.1, to be returned by 14th December, 
1954 


Hospital Services : Non-Medical Appointments 


DERBY. DERBYSHIRE ROYAL INFIRMARY. Derby 
AREA NO. 1 HOSPITAL MANAGEMENT COMMITTEE. Applic ations 
are invited for appointment as SENIOR BIOCHEMIS 

Candidates must hold an appropriate University Science Degree 
or the A.R.I. C., or an equivalent qualification. and have had 
a wide experience of biochemical work preferably in hospital 
laboratories. The appointment will be subject to the national 
terms and conditions of service. Salary £835-—£40(5)-£25(1)- 

£20(1)-£1080 p.a. 

Apply immediately, stating age, qualifications, and experience, 

and 2 names for reference, to the Secretary. Derby No. 1 Hospital 
Management Committee, Babington- lane. Derby. 
SOUTH CHESHIRE HOSPITAL MANAGEMENT COM- 
MITTEE. BIOCHEMIST required in the new Laboratory shortly 
to be opened at Nantwich. Salary and conditions of service in 
accordance with Whitley Council. 

Applications, stating age, qualifications and experience, &c., 
together with the names of 2 referees, to be forwarded to reac h 
the Group Secretary, Barony Hospital, Nantwich, Cheshire, not 
later than 15th December, 1954. 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Stough Industrial Health Service. Applications are 
invited for the post of Resident Assistant Medical Officer with 
effect from 17th January, 1955. Candidates should be single, 
Male. and have had casualty experience. Duties entail super- 
vision of the emergency casualty service and acting as works 
medica] officer to a large number of small firms. The post offers 
opportunities of gaining general experience in industrial medicine. 
Salary £800 p.a., with full residential emoluments. Car allow- 
ance to a maximum of £150. 

Applications, together with the names of 3 referees, should be 
sent to the Medica] Director, Slough Industrial Health Service, 
Farnham-road, Slough, Bucks, not later than 25th November, 

4. 














Ophthaimic Practice for salie—Eire. 
town. Hospital and operative facilities. House and equipment. 
Practice large expanding.—Address, No. 985, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C. 


Surrey London fringe (Kingston). Solid snaclous detached 
corner house : 3 reception rooms (1 with separate external road 
access and recess suitable for hand-basin, &c.), 4 main and 3 
subsidiary bedrooms, breakfast-room, kitchen, 2 toilets, cloak- 
room ; garage 1/5th acre garden with fruit trees. Suitable 
professional man. 10 minutes’ walk main line station and near 
several bus routes. Freehold £1750.—Write Box M,927, Strand 
House. London, W.C. 


Large estates under development at Potters Bar, Shenfield, 
Old Windsor, Chester, where houses could be acquired suitable 
for Medical Practitioners.—LrtTs Bros., Surveyors, 340, 
Richmond-road, East Twickenham, 


Nursing and Convalescent Home, East Anglia, registered 
for 22 patients. Country House with charming grounds (on 
lease ). Well appointed and furnished, for sale as a going concern. 
Good revenue. Professionally prepared accounts available. 
Reasonable price for goodwill, furniture, fixtures, and fittings.— 
Further particulars of ALLMAN & Co., 6, Upper King-street, 
Norwich (20617). 
Hove, Sussex. Rapidly developing area close Hove Park. 
Fine modern detached corner residence with 3 good ground-floor 
reception-rooms, wide hall (cloakrooms), 4 bedrooms (2 basins), 
tiled bath, separate w.c. Detached garage and workshop ; 
secluded garden. £4850 Freehold.—Key, Sole Agents : 
CALLAWAYs, 59, Church-road, Hove (Phone : Hove 35237). 

Free from Boric Acid Taylor’s Cimolite Dusting Powder 
is ideal for the most delicate infant or adult. Is. 11d. per tin. 
Obtainable from Savory & Moorr, Bond-street, and JOHN 
BELL & CROYDEN, Wigmore-street. London, W.1. 
“Pregnancy Di gnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1. Is, fee. 


Large provincial 








; Lliematology, 
Biochemistry, Flame Photometry.—WELBECK  }10LOGICAL 
LABORATORIES 26, Park-crescent, Portland-place, l 


(MUSeum 5386-7). 


Applicants for posts requiring “testimonials copied or 
duplicated should communicate wi MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind ‘of work. 

Austin. The new Cambridge A.40 and A.50 and all ‘Show 
models. Limited number of orders now acceptable from proven 
essential users.— Application form, brochures, easy terns, from 
Austin House, 140/144, Golders Green-road, Golders Green, 
London, N.W.11. 
The British Journal of Medical Hypnotism. Quarterly, 
£1 1s. p.a.—Orders to the Publishers, 4, Victoria-terrace, Hove, 3, 
Sussex. 
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here’s why your 


patient gets 


EARLIER BLOOD LEVELS from 


filmtab * Erythrocin 


REGD. 


stearate 


3.15 p.m. Disintegration Test begins in actual 
stomach fluids (pH 2.7). Beaker at left contains 5 ' S 
ordinary enteric-coated erythromycin. At right © Disintegrates faster than enteric coating 


is new Filmtab ERYTHROCIN Stearate (Erythro- eHi . men 
sipcin Stoarate, Abiott). High blood concentrations within 2 hours 


New Filmtab ERYTHROCIN is less 


likely to alter normal intestinal 





flora than most other widely-used 3.20 p.m. Five minutes later, Filmtab 3.30 p.m. New coating is now completely 


coating has already started to disintegrate. edissolved. At this stage, ERYTHROCIN 

ieee . . The tissue-thin film actually begins to is ready to be absorbed, and ready to 

antibiotics. Prescribe Filmtab dissolve within 30 seconds after the destroy sensitive cocei—including those 
patient swallows tablet. resistant to most other antibiotics 


ERYTHROCIN for all susceptible 
coccic infections — even when the 
organism is resistant to other 
antibiotics. Bottles of 25, 100 
(100 mg. and 200 mg.) 


: Trade Mark for Abbott's film sealed 





tablets patent applied for. 


3.45 p.m. Now the Filmtalb mushrooms 4.00 p.m. With Fi/mtab (marketed only 
eut with all of the drug available for by Abbott) the drug is released faster, 
absorption. Note that enteric-coated absorbed sooner. In the body, effective 
tablet is still intact. Tests show that the ERYTHROCIN blood levels now appear 
new Stearate form definitely protects in less than 2 hours (instead of 4-6 hours 
ERYTHROCIN against gastric acids, as before). 
° ? 7 hd > 
rescrive Stearate 
(ERYTHROMYCIN STEARATE, ABBOTT 


Oftott ABBOTT LABORATORIES LTD-: PERIVALE- GREENFORD - MIDDLESEX 


iii 
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For Nasal Decongestion... 


Discriminate use of the ‘Neophryn’ Spray 















helps to restore normal nasal function 

and is probably the best short-term 

local treatment. Principal 

advantages are: rapid and prolonged 
vaso-constriction without secondary 
congestion, virtual freedom from 
side-effects and simple administration 

by a convenient plastic atomiser. 
‘Neophryn’ is also available as Nasal Drops 


in a half-ounce bottle with dropper. 








Neophryn 


rade Mark 
Please note our new address: 
Manufactured by GA MSS PRODUCTS LIMITED - NEVILLE HOUSE - KINGSTON-ON-THAMES « SURREY 


Associated export company: WINTHROP PRODUCTS LIMITED 








